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KOGLUCOID 


ravwelic serpentina, Penrey’ 


Supplemental Therapy for 
NEURO-PSYCHIATRIC CONDITIONS 


© Calms hyperactive patients, quiets the 
noisy, alerts the depressed 

© Often precludes electroshock, seclusion 
end barbiturates 

© Tronquilizes ond sedates without ai- 
fecting alertness of responsiveness 

© Allows natural sleep 

© Clinically proven in anxiety-tension 
states, compulsive, and other behav- 
loristic disorders 

Non-soporific and well tolerated for 
prolonged treatment 


000 
Sep abl 


me, 0.25 mt, 
1.0 20 mE. 
Now at a realistic price level, compre ble 
for general hospital use. ini 
Write for samples, literature 


340 CANAL STREET, Bottles of 100, $00, 1,900 
CORP, of NEW YOR 13,07. bulk packing 


Sole Canadian Distributors: 
Winley-Morris Co., 6579 Someried Ave., Montreal 29, ©1066 The Panray Corp., New York, Y. 
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ADJUNCTIVE CHEMO- . In tablet form 
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References—References should be assembled according to author in a terminal bibliography, 
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1. Vander Veer, A. H., and Reese, H. H. Am. J. Psychiat., 9§: 271, Sept. 1038. 
2. Hess, W. R. Diencephalon. New York: Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. 

Copyright 1955 by The American Psychiatric Association 
Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the post office at Baltimore, Maryland, under 
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Serpasil 
EFFECTIVE EMOTIONAL STABILIZER 
WHEN USED IN ADEQUATE DOSAGE 


IF adequate doses of Serpasil are given, many neuropsychi- 
atric patients can be emotionally stabilized, as shown in a 
recent study. 

These doses may be considered high when compared with those 
used in the treatment of anxiety states and hypertension, but 
they are absolutely required and generally well tolerated. 


1. Noce, R. H., Williams, D. B., and Rapaport, W.: J.A.M.A. 156:821 (Oct.) 1954. 


If you do not have a dosage card, please clip out plan below. 


DOSAGE PLAN FOR NEUROPSYCHIATRIC CONDITIONS 
Serpasil in doses of 2.5 to 5.0 mg. (1 to 2 ml.) is administered intra- 
: muscularly, while oral medication is started at 1.0 mg. b.i.d. It may 
: be necessary to repeat the injection every day or every other day 
for the first 2 or 3 weeks. After the first week, the oral dosage may 
be increased, when necessary, to three or four 1.0-mg. tablets per 
day. As a general rule, a maintenance dosage of one to two 1.0-mg. 
tablets daily is adequate after a few weeks of therapy. 


SERPASIL® Parenteral Solution (for psychiatric use only), 
(reserpine CIBA) 


2.5 mg. Serpasil per ml, 2-ml. ampuls, 
Tablets, 
1.0 mg. (scored), 0.25 mg. (scored), 0.1 mg. 
CIBA “fe 
Elixir, 
SUMMIT,N. J. 0.2 mg. Serpasil per 4-ml. teaspoonful. 
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Lumina! and Luminal Sodium — time-tested, effective dampers of 
cortical overactivity —control emotional turbulence, restlessness and 
hyperirritability promptly and for prolonged periods. 


FOR ORAL USE: 
LUMINAL OVOIDS 
Distinctive Sugar Coated Oval Shaped Tablets 
Easy Color Identification of Dosage Strength 
e grain (yellow) 
e 14 grain (light green) 
e 114 grains (dark green) 
LUMINAL ELIXIR grain/teaspoonful) 


FOR PARENTERAL USE: 
..» LUMINAL SODIUM 
Hypodermic Tablets of 65 mg. (1 grain). 
Ampuls (powder) of 0.13 Gm. ( 2 grains) and 0.32 Gm. (5 grains). 
Ampuls (solution in propylene glycol) of 1 cc.—0.13 Gm. (2 grains) — 
and 2 ec.—0.32 Gm. (5 grains). 
Vials (solution in propylene glycol) of 10 cc., 0.16 Gm. 
(21% grains) per cc. 


THE PIONEER BRAND OF PHENOBARBITAL 
BACKED BY MORE THAN 30 YEARS OF EXPERIENCE 


® 
® 
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WinTHRoP 


New Your ¥. Ont. 
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THE RIKER BRAND OF RESERPINE 


Serpiloid’ 


is available in a wide range of 
dosage forms for ambulatory 
and institutionalized patients 


Serpiloid Serpiloid 
Tablets ora) Intramuscular 


are available in the follow- is available in 2 cc. 
ing strengths: 0.25, 1, 2, ampuls, containing 2.5 
3 and 5 mg. each. mg. per cc. and 5 mg. 
per cc., respectively. 


Quotations for institutional 
quantities supplied on request. 


LABORATORIES, /N C. Los ANGELES 54, CALIF 
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| ‘ou standi gly safe 


effective anticonvulsant 


' 


Suggested dosage schedules for use of 
“Mysoline,” employed alone, or in com- 


bination with other anticonvulsants. 


Adults and children over 8 years: In patients receiving no other anticonvulsants: 
“Mysoline” therapy is started with 0.25 Gm. daily, and dosage is gradually 
increased at weekly intervals, until maximum therapeutic effect is achieved. 


Order of Dosage Increase for Adults and Children Over 8 Years 


Ist week 2nd week 3rd week 4th week 


: 

0.25 Gm. 0.5 Gm. 0.75 Gm. : 1 Gm. 

(1 tablet) (2 tablets) (3 tablets) i (4 tablets) 

daily, at daily, 1 on daily, in | daily, 

bedtime arising, 1 3 divided : in 4 divided 
at bedtime doses \ doses 


When dosage is increased beyond 1 Gm., the daily intake is administered in 
four divided doses, and increments of 0.25 Gm. are added at weekly intervals 
as indicated above. Children 8 years and older are usually able to tolerate the 
same dosage as adults. (‘““Mysoline” is not recommended for use in dosages 


over 2 Gm. daily.) 


In patients already receiving other anticonvulsants: “Mysoline,” 0.25 Gm., 
is given daily and dosage is gradually increased, while the dosage of the other 
drug (s) is gradually decreased. 


Children up to 8 years of age: (125 Gm. is administered on the same basis of 
therapy as suggested for adults. (In many cases control has been achieved 
with 0.375 Gm. to 0.75 Gm. daily.) 


Supplied: No, 3430 — 0.25 Gm. tablets (scored). Bottles of 100 and 1,000. 


Ayerst Laboratories ¢« New York, N. Y. ¢ Montreal, Canada 


1. Smith, B., and Forster, F. M.: Neurology 4:137 (Feb.) 1954. e 2. Editorial: Brit. M. J. 
1:1028 (May 1) 1954. e 3. Lambros, V. S.: Read before the Annual Meeting of the American 
League Against Epilepsy, Washington, D. C., May 1, 1954. e 4. Smith, B. H., and McNaugh- 
ton, F. L.: Canad, M.A.J, 68:464 (May) 1953. e 5. Doyle, P. J., and Livingston, S.: J. Pediat. 
43:413 (Oct.) 1953. e 6. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 
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“MYSOLINE: 


Brand of Primidone 
in epilepsy 


COMPLETE CONTROL OF SEIZURES iN 80 PER CENT 
OF PATIENTS WITH GRAND MAL 


Lambros* reports that with “Mysoline,” complete control of all attacks was 
achieved in 168 of 208 previously untreated patients with major seizures; in 
14, partial control was obtained, this representing a reduction of 80 per cent 
in the frequency and severity of seizures. 


FAVORABLE RESPONSE IN OVER 37 PER CENT 
OF REFRACTORY CASES 


Smith and McNaughton,‘ using “Mysoline” in a group of 66 patients who had 
responded poorly or not at all to other anticonvulsants available, report that 
of 61 cases evaluated, over 87 per cent had most of their attacks reduced by 
half or more, More than half the patients had experienced seizures for more 
than 10 years, and 10 had had seizures for over 30 years. 


NO SERIOUS SIDE REACTIONS IN 100 CASES 


Doyle and Livingston note that in 100 epileptic patients on ‘“Mysoline,” no 
serious toxic reactions occurred, “Routine urine examinationg and blood 
counts were made on every patient and showed no abnormality at any time.” 
Side effects such ax drowsiness and minor disturbances of equilibrium, when 
they occurred, “disappeared spontaneously in the majority of the patients 
within a few weeks after their onset.””* 


A detailed abstract of an important report on “Mysoline” is pre- 
sented overleaf. A reprint of this report as well as literature 
providing an extensive bibliography wiil be sent to you on request. 


Electroencephalogram showing typical wave 
pattern of a patient with grand mal seizures 
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“MYSOLINE” PRODUCED COMPLETE 
CONTROL OF SEIZURES IN 71 PER CENT 
OF PATIENTS WHO HAD FAILED 

TO RESPOND TO OTHER MEDICATION.® 


Pence’s® report covers 45 patients ranging in age from 3 to 58 years who were 
observed for a period of 6 to 26 months. Cases of grand mal, petit mal, focal 
seizures, and psychomotor epilepsy were included in this series. 


“Mysoline” was gradually added to current medication which in turn was 
. gradually reduced during a two week period. The dosage ranged from 0.25 Gm. 
to 2.25 Gm. daily. 


Results of therapy: Excellent results were obtained in 71 per cent of patients 
(32) ; improvement was noteworthy in 22 per cent (10); only 7 per cent (3) 
were not benefited. 


The greatest improvement was noted in the 19 patients with grand mal, 16 
being completely controlled. These patients received “Mysoline” alone or in 
combination with phenobarbital or a hydantoin. 


The 2 patients with psychomotor attacks became completely controlled with 
“Mysoline” alone. Marked improvement was also noted in 9 of the 12 patients 
with petit mal. 


Pence points out that many patients were ‘well pleased with the results 
obtained when ‘Mysoline’ was substituted for all or part of their previous 
medication.” Improvement in mental alertness was also noted with “Mysoline” 
therapy. 


Side reactions: Urinalyses and blood counts remained normal; no skin rash 
was noted. When side effects such as drowsiness and ataxia occurred, they 
disappeared after the proper dosage of ‘“Mysoline” was established. 


“MYSOLINE:*’ 


eplilepsy 


Ayerst Laboratories make “Mysoline” available in the United States by arrangement with 
Imperial Chemical (Pharmaceuticals) Limited. 5563 
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Relax 


the nervous, 


tense, 
emotionally unstable: 


eC ( rp Ol (Pure crystalline alkaloid) 


Each tablet contains: 

Reserpine 0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 100 

and 500 
1.0 mg. in bottles of 100 
The Upjohn Company, Kel 
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THE LATEST 
INSTRUMENT FOR 
ALL ESTABLISHED 
TECHNIQUES 


THE ORIGINAL ELECTROSTIMULATORS 


MODEL RC-47C 


FREEDOM FROM SIDE EFFECTS 


Model RC-47C provides remarkable 
freedom from physical thrust, con- 
fusion, apnea, memory loss and 
other side effects. 


AUTOMATIC SAFEGUARDS 


Amazing reduction of thrust is automatically pro- 
vided even at full scale current. Patients are often 
breathing before completion of seizure. 


PREFERRED FOR 


AMBULATORY PRIVATE PRACTICE 


During treatment patients do not disturb quiet 
office atmosphere since confusion and excitements 
are avoided. These features are equally valuable in 
hospitals. 


VERSATILE — EASY TO OPERATE 


The simple controls allow all established tech- 
niques. Merely switch to treatment and adjust cur- 
rent with only one control knob. 


INCREASED EFFICIENCY OF CURRENTS 


Minimal stimulation is required to produce an 
effective seizure. The use of such biological cur- 
rents tends to eliminate the undesirable electrical 
energy component which is the cause of unwanted 
side effects. 


RUGGEDNESS AND ACCURACY 


These instruments do not require adjustment for 
very long periods of time. Yet they are so accurate 
as to allow for delicate work within the brain. 


ADVANCED TECHNIQUES 


Current, improved techniques are based on Model 
RC-47C and provide the means of treating resistant 
and difficult cases with therapeutic success. 


REUBEN REITER, Se.D. 
38 WEST 48th STREET, NEW YORK 36, N. Y. 
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TRIUMPH OF 
CLINICAL DESIGN 
IN A.C. 

INSTRUMENTS 


The MOL-AC II 


TRADE MARK 


- Second in a series of Reiter 
A.C. instruments. Automatically 
provides a remarkable 
diminution of thrust 
and softer seizure. 


The latest clinically proven Reiter A.C. instru- 
ment, the MOL-AC 11 provides unequalled 
ease of operation in the use of A.C. shock 
therapy. At a touch of the finger, the MOL- 
AC 11 automatically provides for an initial ap- 
plication of current ingeniously softened to 
greatly reduce thrust. There are no compli- 
cated dial settings, no warm-up delays, no 
timing devices to re-set—just plug into ordi- 
nary A.C. house current and the instrument 
is ready for use. 


Compactly designed to fit in a 3 by 5 inch steel 
case, the low cost MOL-AC 11 weighs only 
2 lbs. yet provides the same results as other 
A.C. instruments many times its size, weight 
and price. The MOL-AC 11 is priced at $85.00 ; 
with physician’s bag and attachments $95.00. 


The MOL-AC 1 is still available and is priced 
at $55.00; attachments and physician’s bag 
$10.00 additional. Also available is Dalter’s 
Photic-Stimulator, complete with stand, 
$125.00. All prices are FOB, New York. 
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“ANTABUSE' appears to be the most effective 


means of treating the chronic alcoholic...” 


Smith, J. A.: Postgrad. Med, 16:316 (Oct.) 1954, 


A “CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 
the correction of underlying personality disorders.” Bone, J. A.: J. Nat. M. A. 46:245 (July) 1954. 
“Antabuse”@ brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm. tablets, 
bottles of 50 and 1,000. 


Complete information available on request 


@ Ayerst Laboratories © New York, N. Y. * Montreal, Canada 
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Relax 


the nervous, 


tense, 


emotionally unstable: 
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A year ago you graciously bestowed on 
me the highest honor within your gift. 
Though undeserved, such an evidence of 
friendship and esteem from one’s colleagues 
is the greatest gratification that his profes- 
sional life can bring him. As I stand at this 
dais, however, and think of the long line of 
distinguished predecessors who have stood 
here during the past century and more and 
the great contributions which many of them 
made to American psychiatry and the 
benevolent service they rendered mankind I 
can feel only unworthiness and humility. 
The year, nevertheless, has brought many 
pleasures and satisfactions. It has been a 
happy privilege to observe the unselfish de- 
votion to the welfare of the Association 
shown by the officials, the Council, and the 
many standing and other committees. The 
paid staff, too, has not only zealously carried 
out the policies of Council but has kept the 
wheels of administration turning smoothly. 
It was a source of much gratification both 
to officers and staff that Dr. Daniel Blain, 
our medical director, was able after a period 
of sick leave to return to duty early in Janu- 
ary. He brought restored energy and re- 
newed zest for methods which offer greater 
service to the Association and its members. 
He returned with new plans as to how the 
Association, representing organized Ameri- 
can psychiatry, may play a larger and more 
useful role both in extending the boundaries 
of psychiatry as a science and in promoting 
provisions for the treatment and rehabilita- 
tion of the mentally ill. The Association was 
extremely fortunate in securing the services 
of Dr. Harvey Tompkins, chief of the psy- 
chiatry and neurology division, Veterans 
Administration, as acting director during 
Dr. Blain’s absence. Already familiar with 
many of the activities of the Central Office, 
Dr. Tompkins was able to carry them on 
without interruption. 

In reviewing significant events or activities 
of the year mention should be made of the 

1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 


Assembly. This important body completed 
its organization, adopted a procedural code, 
created a policy committee which will meet 
not only at the annual meeting but at the 
time of the fall Council meeting. It also 
established a proportional representation of 
District Branches in the Assembly. The most 
important action of the Association in re- 
spect to the Assembly was the adoption of 
an amendment to the By-Laws which for- 
merly provided that the Assembly should 
consider only matters referred to it by Coun- 
cil, but now under the amendment presents 
to Council suggestions and recommendations 
pertaining to the objectives of the Associa- 
tion. This amendment will not only promote 
democratic processes in the transaction of the 
Association’s affairs but will bring the gen- 
eral membership into closer relationship with 
the parent organization. It will also facili- 
tate the task of Council by reason of the fact 
that many matters referred to it will have 
received study and consideration by District 
Branches and Assembly before reaching 
Council. 

Probably most members are not aware of 
the extent and importance of the work per- 
formed by the standing committees. Two- 
day meetings of these committees are held 
immediately prior to the fall meeting of 
Council. Not until the fall of 1954 was it 
possible for the Association to reimburse 
members for their expense in attending meet- 
ings of their respective committees. As a 
result some committees had been obliged to 
discuss their agenda by correspondence or 
to meet without full attendance. In its 1954- 
1955 report the Budget Committee was able 
to assign funds for meetings of committees. 
The attendance at the October 1954 commit- 
tee meetings was therefore unusually large 
and in the opinion of the co-ordinating com- 
mittee chairmen their committees made 
sound studies of many subjects which are of 
concern to the Association. The Association 
is greatly appreciative of their work. 

Speaking of standing committees, mention 
may be made of the fact that at its October 
meeting Council authorized the establishment 


Joly 4 

‘ 

= 

he 

= 

I 

¥ 


2 PRESIDENTIAL ADDRESS 


[July 


of a committee on private practice. In view 
of the large percentage of members engaged 
in this constantly growing branch of psy- 
chiatry it certainly seems to be deserving of 
more study. 

As I approach the discussion of another 
subject I should like to quote from the presi- 
dential address of Dr. Arthur H. Ruggles at 
the 1943 annual meeting : 

Our rapid growth and our increasing responsi- 
bilities call for the establishment of a permanent 
and unified center of The American Psychiatric 
Association. I visualize such a center'as the Ameri- 
can Academy of Psychiatry, which in a permanent 
home would contain and represent the whole con- 
stellation of activities which are associated with 
the name and the history of our Association. It 
would house our offices; it would house our psy- 
chiatric library, offering opportunities for growth 
and development; it would be a center of informa- 
tion for our membership regarding biographical or 
research problems; it would house the records of 
our committees and provide room for the meetings 
of the Council, Executive, and other committees ; 
it would be the administrative and intellectual clear- 
ing house of American psychiatry. We should make 
plans at once to bring about such a center and thus 
respond to the call for greater leadership by means 
of according enhanced facilities to our great mem- 
bership. 

It must be a source of great satisfaction 
to Dr. Ruggles to know that the permanent 
home which he urged twelve years ago is 
about to become a reality. You will remem- 
ber that a year ago you authorized the pur- 
chase of property in Washington suitable to 
serve as a permanent home or official center 
for the Association provided that a suitable 
building could be secured for not more than 
$150,000. A committee composed of Dr. 
Winfred Overholser, as chairman, and Drs. 
Zigmond Lebensohn, Henry Laughlin, 
Henry Davidson and Robert T. Morse, to 
be assisted by Honorable Warren Magee, the 
legal counsel of the Association, was em- 
powered to negotiate for the purchase of a 
building. This committee entered into ne- 
gotiations for the purchase of property lo- 
cated at 1704 M Street, N.W., a building 
which had previously been inspected by 
Council and many other members and con- 
sidered desirable as a permanent home. You 
will remember that pictures of it were shown 
last year at the annual meeting in St. Louis. 
The committee, with the assistance of Mr. 
Magee, was finally able to purchase the 
property on unexpectedly favorable terms. 


Last August the American Bar Associa- 

tion completed the construction of a perma- 
nent home. The dedicatory address was 
given by Chief Justice Warren: 
Until today the buildings which we are here 
dedicating were mere walls and ceilings, composites 
of mortar, bricks and steel. Like other structures 
they could have been adapted to a variety of uses 
and to purposes either high or low. 

Today in the presence of each other and standing 
before the world, we of the American Bar Asso- 
ciation testify to the high purpose which brought 
them into being and to the fond hopes we have for 
their usefulness to mankind. 

From this day forward we shall call them home, 
with all that word implies, not only for the or- 
ganized bar of the nation, but also for the abiding 
spirit of American jurisprudence. Not merely a 
home for lawyers, but also for the law. 


The purchase of this home marks, I be- 
lieve, an important milestone in the history 
of American psychiatry, a re-dedication of 
its high purpose. On one of the walls of the 
new home of the American Bar Association 
are carved the following words: “Give me 
the liberty to know, to think, to believe, and 
to utter freely, according to my conscience, 
above all other liberties.” If not in words 
then in spirit we should carve on the walls 
of this building: “Above all other healing 
arts give us the knowledge and skill to heal 
troubled minds.” 

The purchase of a home for the Associa- 
tion has brought with it a very realistic prob- 
lem—the raising of a considerable sum of 
money. There could have been no happier 
choice for the chairmanship of a committee 
to raise these funds than the selection of 
Dr. William Terhune. Always courteous and 
considerate he has reminded us that so far 
as obligations to family and other responsi- 
bilities will permit we should each carry our 
part in what as members of the Association 
we decided is for the welfare of the profes- 
sion we serve. The response to Dr. Ter- 
hune’s statement as to the Building Fuad’s 
needs has been widespread and generous. 
Funds are still needed, however. Certain 
changes must be made in the interior of the 
building in order to secure the necessary 
building inspector’s permit for office occu- 
pancy. There will be some expense for 
furnishings. It is my hope, too, that in this 
home of American psychiatry there will 
gradually be built up a library which will be 
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worthy of this Association and the place it 
occupies in world psychiatry. 

Never before has there been a period char- 
acterized by such an interest in the promo- 
tion of mental health and the reduction of 
mental illness. This lively interest is shown 
at lay, professional, and governmental levels. 
Among the laity we note among many other 
evidences of this interest a desire for more 
information concerning the causes and pre- 
vention of mental illness, at the professional 
level an increased effort in research, and at 
the governmental level an increased willing- 
ness to appropriate funds for research, train- 
ing, and allied purposes, the requests of 
states for the inspection of their hospitals by 
this Association through its Central Inspec- 
tion Board, and such studies of the public 
problem of mental disease as was made at 
the Governors’ Conference on Mental Health 
held in Detroit in February 1954, under the 
auspices of the Council of State Govern- 
ments. Another promising movement is the 
holding of regional conferences called for 
the purpose of bringing together political and 
scientific leaders in the hope that through 
interstate compacts a cooperative program 
may be formulated for the alleviation of 
mental health problems. One of the most 
active of these conferences was one called by 
the Southern Regional Education Board and 
the Governors of sixteen Southern states for 
the purpose of establishing an interstate 
council which should through a pooling of 
resources foster mental health training and 
research and develop centers for interdisci- 
plinary advancement in the mental health 
field. 

At the Governors’ Council on Mental 
Health last year and on various other occa- 
sions Dr. Appel, then President of this 
Association, spoke of the need for a “Flex- 
ner Report” on mental health and hospitals. 
Dr. Appel’s reference, of course, was to the 
striking improvement in medical education 
that followed the publication in 1910 of Dr. 
Abraham Flexner’s report on medical educa- 
tion in the United States and Canada. At the 
Symposium on Directions of Current Prog- 
ress in Psychiatry held at Washington in Oc- 
tober 1954, there was discussion both by the 
Executive Committee of this Association and 


by the Council on Mental Health of the 


American Medical Association as to the fea- 
sibility of a comprehensive survey of the 
whole field of mental illness and of the re- 
sources for promoting mental health. In 
January at a joint meeting of the A.P.A. 
Executive Committee and the A.M.A, 
Council on Mental Health, co-chaired by 
Dr. Appel, representing the former or- 
ganization, and by Dr. Leo Bartemeier 
of the latter, it was agreed that the two 
organizations should establish a Joint Com- 
mission on Mental Illness and Health, In 
order that the survey should be a compre- 
hensive one it was decided to invite several 
organizations concerned with the subject of 
mental health to participate in the survey. 
The Field Foundation generously granted 
The American Psychiatric Association $5,000 
to assist in the early planning work of the 
proposed Commission. A formal organiza- 
tion meeting of the Commission was held 
April 7-8 under the chairmanship of Drs. 
Appel and Bartemeier. In addition to the 
representatives of the A.P’.A. and A.M.A. 
there were representatives of sixteen other 
national organizations having a direct inter- 
est in mental health. Other groups were in- 
vited because of the belief that the most 
promising means of dealing with mental ill- 
ness lies in a thoroughgoing national analysis 
of the problem through a coordinated pro- 
gram of research and study shared among 
the various groups, public and voluntary, 
concerned with different aspects of mental 
health. The Commission has now been or- 
ganized and will soon be formulating a 
program for what is hoped will be a far 
more fundamental attack on mental illness 
than has ever before been possible. Among 
many objectives the proposed study should 
include that of the public mental hospital 
with, it is hoped, some recommended de- 
partures from its traditional and limited role. 
The public hospital should be thought of as 
merely a part—a small part—of community 
services, all of them designed to forestall 
or prevent hospitalization. If this is not 
possible, then the hospital should be better 
prepared to employ all presently known re- 
sources of treatment, limited though they be. 

Some of you may not know that the 
Committee on Interstate and Foreign Com- 
merce has reported favorably on a bill to 
amend the Public Health Service Act au- 
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thorizing the Surgeon General “upon the 
recommendation of the National Advisory 
Mental Health Council to make grants for 
the carrying out of a program of research 
into and study of our resources, methods, and 
practices for diagnosing, treating, caring for, 
and rehabilitating the mentally ill, such a 
program to be on a scale commensurate with 
the problem.” The bill provides that grants 
shall be made to nongovernmental agencies 
or commissions composed of leading national, 
medical, and other professional associations 
active in the field of mental health. 

If this bill is enacted, as now seems prob- 
able, the Joint Commission on Mental IIl- 
ness and Health will be eligible to receive 
and disburse large grants of money from 
both public and private agencies and founda- 
tions. While the Commission does not at 


this time have assurance of the funds neces- 
sary for its program yet the probability is so 
great and the potentialities that may even- 
tuate from a study such as that outlined in 
the bill are so far-reaching that I cannot let 
this occasion pass without making reference 
to the extraordinary opportunity which we 


hope awaits American psychiatry. 

Thus far I have discussed psychiatry and 

the affairs of the Association. Since, how- 
ever, there could be no Association were 
there not psychiatrists, I should like for a 
few minutes to consider the psychiatrist 
himself with special reference to his interest 
in the humanities. Perhaps the thought for 
a discussion of this nature was prompted by 
an address given by Dr. Aura Severinghaus, 
associate dean, Columbia University College 
of Physicians and Surgeons, on the occasion 
of the opening of the new Lankenau Hospital 
in Philadelphia, eighteen months ago. Speak- 
ing at that time on the subject “Expanding 
Horizons in Medical Education” Dr. Sever- 
inghaus quoted Lord Horder: 
The student’s pre-medical program is lopsided; 
almost from the moment a boy or girl decides to 
be a doctor, the confines of his or her interest tend 
to become more and more narrow. Medicine, which 
should have the widest contacts of any profession, 
almost ceases to be a liberal education, for its 
cultural outlook dwindles from this moment. 


I fear there is much truth in Lord Horder’s 
observation that a narrow vocationalism 
tends to dominate the minds of many pre- 
medical students in our colleges of liberal 


arts. In the opinion of some educators the 
universities, formerly the repository of the 
fine arts, have become primarily technical 
training institutions in the professions, and 
the liberal arts tradition has been suffocated 
in a flood of materialism. Plato did not 
build any bridges, but his writings, subtle, 
searching, and wide-ranging in thought, 
constitute one of the most influential bodies 
of work in the history of the race. 

In his Lankenau address Severinghaus 

pointed out certain desirable ingredients in 
the physician’s preprofessional education, 
three of which I should like to quote : 
(1) Training in the acquisition of factual knowledge 
of ourselves, our society and other societies, the 
physical world, and ultimate reality, so far as it is 
humanly knowable; (2) training in mature and 
responsible evaluation and decision in the contro- 
versial areas of social policy, morality, art, and 
religion, and (3) training in synoptic comprehen- 
sion, i.¢., in the escape from the multiple provincial- 
isms which bedevil mankind and in the attainment 
of larger and more inclusive perspectives. 


I am not competent to know the nature 
of the educational program which the pre- 
medical student should have but I think none 
of us would hesitate to say that such a 
program should contain a maximum of the 
general and humanizing studies that acquaint 
the student with the wisdom of the past and 
give him a broad knowledge of the present. 
Js it not possible that the typical premedical 
curriculum runs a serious risk of educating 
out of the student the creativity, the critical 
appreciation, and the ability to think which 
the professional man should have? The phy- 
sician, and particularly the psychiatrist, 
should know the true and the good, and even 
better if he also appreciates the beautiful. 
Dr. Killian, president of Massachusetts In- 
stitute of Technology, recently stressed that 
exclusive concentration in the natural sci- 
ences tends to overemphasize the purely 
analytic approach at the expense of imagina- 
tive thinking, reflection, and speculation. The 
remedy, he believes, is calling on the social 
sciences and the humanities to restore a 
healthy balance. It is generally conceded that 
professional education must not only impart 
factual knowledge but must also develop real 
creativity. Somehow through the educational 
processes the mind must be so informed and 
the creative imagination be so sharpened that 
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they can take wing together in a disciplined 
flight. We must, of course, give full empha- 
sis to all that is valid in the natural sciences, 
especially to all those which will be applicable 
to the study and practice of medicine. It is 
highly desirable, however, that we recognize 
more fully the importance of including in- 
struction in those studies which discuss the 
sensitive and subtle solutions of human prob- 
lems as they are recorded in the humanities. 
The methods of learning about values in art, 
literature, philosophy, and religion are not in 
all respects the same as those of science. 
In some of these studies emotions and atti- 
tudes of appreciation and feeling as well as 
logic must be considered. Thus the psy- 
chiatrist, whom I like to think of as the most 
perceptive of the medical profession, should 
gain an enlightened understanding of the 
personal and social values which have char- 
acterized mankind at its best and noblest. 
Psychiatry tends to counterbalance the em- 
phasis which medicine is apt to place on the 
natural and physical sciences, to promote an 
interest in people and human relations. It 
is not altogether easy for the medical student 
or for the physician to find time and oppor- 
tunity, or perhaps have even the native apti- 
tude for acquiring the infinite intellectual and 
spiritual insights which the always pessi- 
mistic Henry Adams believed were so lacking 
that he feared chaos awaited man. 

Leonard Carmichael has called attention 
to the accelerating growth in known facts 
which have been piling up and now constitute 
one of the problems of modern education. 
Even in the past century there has been a 
tremendous increase in almost every im- 
portant area of study in the physical and 
natural sciences, the social sciences, and in 
the humanities. All this knowledge, Profes- 
sor Carmichael reminds us, must be dealt 
with by brains that are biologically old and 
are unchanging. It was almost inevitable 
that this great increase in facts to be learned 
would tend to push out from established 
programs of study some of the very subjects 
which since the Renaissance have given many 
educated men and women a conservative 
feeling for the great and, in certain respects, 
unchanging values of human social living as 
seen in the literature of classical antiquity 
and in the Bible. 


To return to a little more relevant dis- 
cussion concerning the physician, I should 
like to quote once more from Dr, Severing- 
haus’ address : 


The chief complaint against the specialist seems 
to be that he has, by directing his full attention to 
a limited area of medical practice, become compe- 
tent in the scientific management of certain specific 
diseases but has lost the human touch and is no 
longer interested in the patient as a person. 


In spite of the fact that the psychiatrist may 
at times become greatly engrossed in the 
psychopathology of his patient’s personality 
disorder the psychiatrist’s relation with his 
patient is nevertheless characterized more 
than that of any other specialty by a deep 
and warm human sympathy and understand- 
ing. Of all medical specialists the psychia- 
trist is, we believe, best equipped with in- 
sights into human relationships. I am 
inclined to believe also that he is more sensi- 
tive than his fellow practitioner to the values 
that endow life with meaning and signifi- 
cance. In spite of this I fear that we psychia- 
trists should expose ourselves more to what 
Francis Braceland terms the leavening and 
liberalizing influences of the humanities. 
While to define the humanities to this 
audience is to affront yet I am not sure that 
the term “humanities” has a fixed meaning. 
Some use it as signifying the secular in con- 
trast to the theological, or the social and 
moral versus the intellectual, or the intellec- 
tual in contrast to the practical. The Dic- 
tionary of Education and Instruction states 
that the humanities consist of certain 
branches, the study of which “has a tendency 
to humanize man,” in contrast to the physical 
sciences, “which especially develop the in- 
tellectual faculties.” The humanities dis- 
tinguish themselves from the sciences in so 
far as they seek different values and employ 
different methods, Progress was made possi- 
ble in medicine, chemistry, physics, and all 
sciences by doubts, by questionings, by test- 
ing hypotheses and by critical activities. 
Likewise in the humanities we should en- 
courage thought and speculation, and should 
re-valuate and judge material and spiritual 
things according to their worth. Some of 
you will remember the hope expressed by 
the bacteriologist, Hans Zinsser—a rare em- 
bodiment of science and culture. In his 
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autobiography, R. S. as I Remember Him, 
Dr. Zinsser expressed the hope that the new 
science may be molded with the older hu- 
manistic culture into a harmonious whole. 

In his Spencer Trask Lecture at Princeton 
in 1938 Ralph Barton Perry gave a some- 
what unusual and yet significant definition 
of the humanities. “I define the humanities,” 
he said, “to embrace whatever influences 
conduce to freedom.” To Perry the term 
“humanities” is not to be employed as a mere 
class name for certain divisions of knowledge 
or for certain human institutions and rela- 
tionships, but to signify a certain condition 
of freedom which these may serve to create. 
By “freedom” he meant enlightened choice, 
i.e., action in which habit, reflex, or sugges- 
tion are superseded by an individual’s funda- 
metal judgments of good and evil, ari action 
which proceeds from personal reflection and 
integration. I suppose most of us would not 
formulate such a philosophical definition but 
would think of “the humanities” as a desig- 
nation for literature, fine arts, music, philoso- 
phy, and history including that of the history 
of culture. We would term as a humanity 
whatever broadens learning, stimulates 
imagination, kindles sympathy, inspires a 
sense of human dignity and imprints that 
bearing and form of intercourse proper to a 
man. Am I too idealistic and visionary if I 
say that the more the psychiatrist has been 
a student of the humanities and the more his 
personality is sensitized by their values, the 
more understanding and efficient a therapist 
he will be? Certainly the cultural implica- 
tions of his profession will be more a reality. 
He will possess more of what Paracelsus, 
the truculent but intuitive physician of 
Einsiedeln who publicly burned the works 
of Galen, referred to as sapientia and de- 
clared it to be 
... the greatest and highest of all qualifications of 
a physician—without which all his learning will 
amount to little or nothing. 


Speaking of Paracelsus in his role as a 
physician suggests the name of the physician 
who a generation ago was the very embodi- 
ment of the humanities. I refer, of course, 
to William Osler, the only physician ever to 
serve as president of the British Classical 
Association. Many of you, I am sure, have 
read his presidential address given before 


that Association, “The Old Humanities and 
the New Science.” In nominating Osler for 
the presidency Professor Gilbert Murray re- 
ferred to him as a learned and cultured 
physician who, while devoting himself to his 
special science, kept nevertheless a broad 
basis of interest in letters of all kinds. In 
many ways Osler seems to have copied his 
own life after probably the first English 
physician to be steeped in the humanities— 
Sir Thomas Browne. Browne’s Religio 
Medici was the second book Osler purchased 
in his boyhood—the very copy which lay on 
his coffin fifty-two years later. The words 
with which he described Browne’s writings 
will well apply to his own: “The charm of 
high thoughts clad in beautiful language.” 
That Browne had the warmth of feeling for 
his patients which a love for the humanities 
helps to impart to the physician is shown by 
his words: 

Let me be sick myself if sometimes the malady of 
my patient be not a disease unto me; I desire rather 
to cure his infirmities than my own necessities; 
where I do him no good methinks it is scarce 
honest gain; though I confess ‘tis but the worthy 
salary of our well-intended endeavors. 

I suppose that among living physicians who 
are highly versed in the humanities we would 
think first of Albert Schweitzer. 

Every psychiatrist realizes that a contact 
with patients contributes to the growth of 
his own personality. I am sure that he real- 
izes also the enrichment of life and per- 
sonality that follows from insight into the 
world of imagination and feeling revealed by 
the treasures of literature and philosophy, 
by the symbolic function of art, which Henry 
James described as the shadow of humanity, 
by the social institutions of man and a view 
in perspective of the long course of civiliza- 
tion. He should also include cultural anthro- 
pology, sociology, and social psychology. 
Spurgeon English has emphasized how the 
classics in literature provide a rich source of 
knowledge of human motivation. The great 
novelists depict in graphic words both the 
springs of human action and the immense 
variety of human feelings. I think, for in- 
stance, of Hawthorne’s portrayal of gnaw- 
ing guilt in The Scarlet Letter. Psychiatry 
will, of course, help to understand Shake- 
speare. Is it not possible that Shakespeare 
will help in understanding psychiatry? 
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By no means the least value to the psy- 
chiatrist of an acquaintance with the hu- 
manities is that of promoting an empathy 
with the patient. They help to correct a 
tendency to think of the patient as merely 
a bundle of drives seeking expression. In 
psychiatry we deal with more than the ob- 
jectivity of a science, not that the humanistic 
spirit can ignore science, but it should be re- 
membered that in psychiatry we deal also with 
the subjective aspects of an individual. Man 
has something beyond his biological reflexes 
and genetic behavior; he has also a moral 
and spiritual endowment. The psychiatrist 
must be concerned with more than science. 
He must include with it all the values that 
give meaning to human life. 

I have urged that the psychiatrist be con- 
versant with the humanities and the liberal 
arts—sometimes called the chromosomes of 
civilization. He must not, of course, become 
a pedant. A life shut up in books does not 
develop a capacity for participation in the 
emotional experiences of others. Books are 
indispensable: they are the quarries from 
which the stones for the intellectual edifice 
are obtained. But the shaping and polishing 
are more effectively done by contact with 
other minds. Through active participation 
in the experiences of life shared by all per- 
sons he must learn to live in fruitful com- 
panionship with his fellow men. It is said 
that in the days of chivalry men were so 
oppressed by the weight of their armor that 
when unhorsed they could not rise from the 
ground. Something of the same sort occurs 
in a mind afflicted with what one may call an 
overgrowth of book learning, a life shut up 
in books. A psychiatrist, a psychotherapist, 
is not made by the mere possession of a stock 
of facts, scientific, literary, or philosophical. 
He must among many other qualifications 
have, of course, an understanding of the 
basic emotional needs of others and a ca- 
pacity for the imaginative recreation of his 
patient’s past. If in addition to his knowl- 
edge of psychopathology and his deep interest 


in human beings he has also a penetrating and 
appreciative acquaintance with the humani- 
ties and the social sciences his talent for 
psychotherapy will be increased. It would 
be well for the psychiatrist to remember the 
comment of Montaigne: 


The bee pilfers from this flower and that, but after- 
wards makes honey thereof which is all his own. 


If, therefore, the psychiatrist adds to the 
knowledge of his own field a familiarity with 
the humanities he should develop a richness 
and depth of personality over and above that 
which either subject can contribute. With 
such resources he should be all the better 
therapist. 

There is, however, another aspect of psy- 
chiatry which should not be forgotten. Psy- 
chiatry is a specialty. I think it was Bergson 
who said that the inferiority of the animal in 
contrast to man lies entirely in this—that it 
is a specialist. It can do one thing admirably ; 
it can do nothing else. There is, I believe, a 
danger that the specialist may live in a nar- 
row province embracing only a minute frac- 
tion of the values of the larger world. It 
seems to me that the psychiatrist finds more 
of a remedy for this than do many specialists 
-—-namely, his power of feeling, through 
which he may penetrate to the centers of 
other men and share the outlook of their 
emotional lives. He should, however, be 
watchful lest his vision become limited by a 
narrow cultural horizon. 

Over a hundred years ago Dr. Philip 
Austin, a graduate of Yale College and of 
the University of Maryland Medical School, 
wrote : 


The routine of professional duties often tempts the 
scholar to sink into the mere practitioner. 


What I have tried to express as the theme 
of these somewhat scattered remarks is the 
hope that the psychiatrist will add to his 
professional assets the combined emotional- 
intellectual values of man’s cultural heritage 
and that thereby he will not become a mere 
craftsman, 


' 
rae 
a 
& 
‘ 
4 
“3 
33 
at 
at 
tet 
7 


ARTHUR PERCY NOYES, M.D., PRESIDENT 1954-1955: 
A BIOGRAPHICAL SKETCH 


ROBERT S. BOOKHAMMER, M.D., Puuapecenu, Pa. 


A Puritan ancestry, boyhood on a New 
England farm, and the inspiration of a school 
teacher mother combined to produce in our 
eighty-first President high principled dedica- 
tion of service to others, unflagging capacity 
for work, and impressive scholarly attain- 
ments, Never one to put self-interest ahead 
of his duties and responsibilities, Arthur 
Noyes has devoted nearly fifty years of his 
life to the practice of his chosen profession, 
over four decades being in the care of the 
mentally ill. As hospital administrator, au- 
thor, lecturer, and humanitarian he ranks 
high on the roster of those who have graced 
the chair of the presidency of our Associa- 
tion. Kindly, devoid of pretense, leading by 
precept rather than fiat, his tireless labors 
have always been a source of wonderment 
and stimulus to his associates. 

In 1633, the ancestors of Arthur Noyes, 
being oppressed by religious intolerance 
against their Puritan ministry in England, 
“were generally stirred” to leave their parish 
in Wiltshire and come to New England, “a 
land where religion and liberty could find a 
safe and lasting home.” In the New World 
the Noyes family spent succeeding genera- 
tions in time-honored piety and honest toil. 
Dr, Noyes’ parents had a farm in the hills 
of Western New Hampshire near Enfield 
and not far from Dartmouth College. It 
was here that he was born November 26, 
1880, the youngest of three sons. 

Life on a farm for any boy can be a 
wondrous thing and so it was for Arthur 
Noyes. The endless chores arduous as they 
necessarily were, were lightened by the 
“swimmin’ hole” and “fishin’,” the love of 
the farm animals, and the ever-returning 
cycle of nature. Early schooling was of the 
one-room school variety with one school 
teacher for all the ungraded pupils. The 
mother, a graduate of one of the New Eng- 
land academies and herself a school teacher, 
instilled in her sons a desire for advanced 
education to appreciate the higher intellectual 
and cultural aspects of life. With the basic 


“three R’s” as a foundation Arthur Noyes 
prepared for college at Kimball Union 
Academy, entering Dartmouth College in 
1899, earning his own way by teaching in 
rural schools, working after hours, and in 
summer employment. 

In 1902 Noyes entered the School of 
Medicine of the University of Pennsylvania 
graduating in 1906. Among the graduates 
were many names notable in the annals of 
medicine. A classmate, the eminent poet 
William Carlos Williams, became a life-long 
friend. 

After an internship at City Hospital, 
Welfare Island, New York City, there fol- 
lowed eight years of general practice in 
Western New York State and in the Con- 
necticut Valley. A desire for graduate work 
drew Noyes back to Philadelphia for a year 
in internal medicine and on the neurology 
wards and clinics of Mills, Spiller, Weisen- 
berg, and Lloyd. 

Next came four years at the Boston Psy- 
chopathic Hospital, as an assistant physician 
and chief executive officer. Here Dr. Noyes 
was associated with many men who were 
leaders of that day and who made lasting 
contributions to American psychiatry. 
Among them were E. E. Southard, Harry 
Solomon, Herman Adler, A. Warren 
Stearns, Abraham Myerson, Lawson Low- 
rey, James May, and Douglas Thom. Both 
Karl and William Menninger were staff 
members during this period. 

In 1920 Dr. Noyes received an appoint- 
ment to Saint Elizabeths Hospital in Wash- 
ington, D. C. At that time Saint Elizabeths 
had as its superintendent William A. White 
under whose guidance Dr. Noyes consoli- 
dated his administrative experience and 
knowledge of psychopathology. 

In 1929 Dr. Noyes left Saint Elizabeths to 
become the superintendent of the State Hos- 
pital for Mental Diseases in Rhode Island. 
While here he enjoyed most pleasant and 
helpful associations with G. Alder Blumer, 
retired superintendent of the Butler Hos- 


- 
4 
nt 


1955] 


ROBERT S. BOOKHAM MER 


g 


pital and his successor, Arthur Ruggles, both 
former presidents of this Association. 

In 1936 Dr. Noyes was offered the super- 
intendency of the Norristown State Hospital, 
and he has occupied this post for the past 
nineteen years. Dr. Noyes, a widower, lives 
there currently with his son David who 
attends Swarthmore College. The years at 
Norristown have been most fruitful and 
enjoyable for Dr. Noyes who has developed 
that institution from an outmoded facility 
into a modern mental hospital. Practically 
the entire physical plant has been rebuilt, 
many new buildings have been put into 
operation and each year has been one of 
progress both as a center for the care and 
treatment of patients and as a center of 
training for young psychiatrists. Residencies 
have been eagerly sought by young men and 
women, many of whom have gone on to 
important teaching posts and hospital posi- 
tions throughout the United States. Dr. 


Noyes has generously provided an opportu- 
nity for residents to study psychoanalysis in 
the institutes in nearby Philadelphia. In 
addition students from the University of 


Pennsylvania Medical School and Jefferson 
Medical College are given courses of in- 
struction in the psychoses in an actual hos- 
pital setting. 

Dr. Noyes has always maintained an 
active interest in modern clinical psychiatry 
and the study of psychopathology. He con- 
siders Freud’s contributions of as great 
importance to psychopathology as were 
Darwin’s to biology. His two well-known 
textbooks are standard works in his field. 
One of these first written in 1934 had its 
fourth edition in 1953. This book, Modern 
Clinical Psychiatry, is one of the most widely 
used texts in American medical schools, The 
other textbook, one on psychiatric nursing, 
has also undergone four editions, the last two 
editions having been written in collaboration 
with Edith Haydon, the former superintend- 
ent of nurses of Saint Elizabeths Hospital. 

As a hospital administrator Dr. Noyes 
has developed policies which could be used 
as a model for anyone who occupies this role 
in psychiatry. He has always firmly taken 
the stand that political considerations would 
have no influence in the selection of em- 
ployees. In this he has had the continued 


support and confidence of his Board of 
Trustees and a gratified community. In the 
selection of his medical staff, except in posi- 
tions of major administrative responsibility, 
he has appointed young physicians. He has 
been permissive to staff and department 
heads in the organization of their work in 
the belief that initiative, responsibility, and 
personal resourcefulness are to be stimulated. 
He believes the leader of a mental hospital 
should have a wholesome influence on his 
staff, a regard for the opinions of his col- 
leagues and a concern for the individual 
welfare and emotional needs of his staff mem- 
bers. There can be no question that this 
leadership as he has practiced it has resulted 
in high morale and the maintenance of a 
superior hospital community. 

Throughout the years Dr. Noyes had been 
active in scientific work outside of his own 
hospital. He has contributed time, effort 
and counsel to the many societies of which 
he has been a member. He is a past presi- 
dent of the Philadelphia Psychiatric Society 
and of the Pennsylvania Psychiatric Society. 
He has served The American Psychiatric 
Association as a member of Council and on 
the Executive Committee. He has also been 
a member of the Committee on Nursing, and 
for a time held the chairmanship of the com- 
mittee on Standards and Policies. He has 
for many years been an associate examiner 
of the American Board of Psychiatry and 
Neurology. 

As Dr. Noyes looks back over forty years 
of psychiatry he is “impressed by the in- 
crease in knowledge which that peried has 
brought concerning the human personality 
and the forces that tend to add strength and 
integration or to warp its development and 
even disorganize its structure. It has been 
the history of science that the more we learn 
about forces the more we are able to guide 
them and use them for constructive purposes, 
As psychiatry becomes more and more a 
science of human behavior the more its 
principles should become guides for its study 
and for its direction toward greater indi- 
vidual happiness and more socialized pur- 
poses.” Dr. Noyes foresees mental health 
becoming increasingly a public health re- 
sponsibility. He foresees the teaching of 
mental hygiene principles in the public 
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schools. He believes that there will be in- 
creasing application of our knowledge of 
motivation in the field of criminology. He 
looks forward to a time when the borderline 
between psychiatry and other medical sci- 
ences will become less sharply defined. 

Dr. Noyes has stated that his years in 
psychiatry have been pleasant ones, that his 


family has brought him great happiness, his 
associates companionship, the leaders of psy- 
chiatry inspiration, and not least, that his 
patients have taught what kind of-man he is. 
To this it may be added that he in turn has 
brought to his associates untold inspiration 
and guidance, and has taught them what 
kind of men they are. 
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DIAGNOSTIC ASPECTS OF A STUDY OF INTRACELLULAR 
PHOSPHORYLATIONS IN SCHIZOPHRENIA *? 


IVAN BOSZORMENYI-NAGY, M.D., ano FRANCIS J. GERTY, M.D. 
Cuicaco, It. 


A great many mental patients are diag- 
nosed as suffering from one variety or an- 
other of schizophrenic illness. So far no 
indisputable evidence has been adduced as 
to the existence of any subgroup category as 
an independent disease entity. Often quali- 
fying terminology is used which is different 
from that of the standard classification. 
Recent contributions as to etiology and diag- 
nosis of schizophrenia tend to enlarge rather 
than diminish the size of the group. The 
standard classification gives a subtype break- 
down, extensive enough in itself to make 
one wonder if this group is truly homogenous 
or unitary in basic, defining characteristics 
and still so large statistically. There are 
many “fringe” schizophrenic conditions: 
paraphrenias, pseudoneurotic schizophrenias, 
oneirophrenias, schizophrenic reaction types, 
schizophreniform and schizoid conditions, 
supposed schizophrenic transformations of 
compulsive-obsessive neuroses, schizoaffec- 
tive psychoses, etc. 

Some of the observers advancing special 
ideas in this field insist that certain basic 
schizotypal characteristics are present in 
many patients presenting the symptomatol- 
ogy of the atypical cases. Others insist on 
the fundamentally nonschizophrenic charac- 
ter of cases in which the superficial present- 
ing symptoms would be classified as schizo- 
phrenic by other observers as in the case of 
the concept of oneirophrenia. Differentia- 
tions are made usually on symptomatic de- 
scriptive criteria of the observed attack as 
well as on long-term history. 

The purpose of the present investigation 
is twofold. In the first place it has seemed 
worthwhile giving a fair trial to the possibil- 
ity that our rapidly deepening insight into 
the mechanism of intracellular enzymatic 
processes might help to define the character 


1 Read at the 110th annual meeting of the Ameri- 
can Psychiatric Association, St. Louis, Mo., May 
3-7, 1954. 

2? From the Department of Psychiatry, College of 
Medicine, University of Illinois, Chicago, Ill. 


of the homeostatic disturbance so often 
found in schizophrenics. In the second place, 
if once a pathological criterion inherent in 
the functioning of human cells is found, its 
possible correlations with clinical manifesta- 
tions should be investigated. 

As a result of more than 3 years of re- 
search we are able to describe a cellular enzy- 
matic anomaly which characterizes a wide 
range of schizophrenic patients as opposed 
to the normal organism. Since our investiga- 
tion is an empirical approach to observe cor- 
relations, we do not have to assign any causal 
significance to our findings. We believe that 
the present state of our knowledge concern- 
ing schizophrenia is inadequate for formu- 
lating a satisfying causal theory. We believe, 
on the other hand, that an objective regis- 
tration of clinical pictures that appear cor- 
related to a certain biological phenomenon 
can only deepen our insight into the patho- 
logical mechanism of the disorder, quite in- 
dependently of etiological considerations. 

There have been reported several attempts 
to correlate the chemistry of erythrocytes 
with schizophrenic conditions. Some of these 
studies were of analytical chemical nature, 
others were dynamic-enzymatic in charac- 
ter(1, 2, 3). We have not found in the 
literature any attempt to search systematic- 
ally for correlations between cellular bio- 
chemical findings on the one hand and par- 
ticular clinical manifestations on the other. 


METHODS 


Biochemical Method. —We have utilized a 
possibility of testing a cellular enzymatic 
difference between schizophrenic and healthy 
organisms with respect to the effect of insulin 
on the metabolism of erythrocytes. The 
latter effect was found in the preliminary 
phase of the investigation and the described 
method probably does not represent the best 
or exclusive way of demonstrating such an 
effect. We have found some indications in our 
recent experimental work that it may become 
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possible to demonstrate this intracellular 
change as well as its pathological deviation in 
a more convenient way. A more detailed de- 
scription of the enzymatic change involved is 
being reported elsewhere. 

Venous blood samples were taken from 
fasting persons. Heparin was used as anti- 
coagulant. The blood sample was kept on ice 
for a period not longer than an hour and was 
then divided into 2 equal parts, one of which 
was supplied with a small amount (4 unit 
per 10 ml. of blood) of insulin (TIletin, 
Lilly). The 2 blood samples were then 
incubated at 37° C. for 30 minutes. The 
cells were then separated from the plasma 
by centrifuging, whereafter the cells were 
resuspended in cold Ringer’s solution and 
recentrifuged. This procedure eliminates 
practically all leucocytes. The erythrocyte 
cream was then hemolyzed by the addition of 
6 volumes of ice-cold distilled water. After 
filtration the resulting hemolyzate served as 
“enzyme solution” in an incubation mixture 
containing hexosediphosphate as substrate 
and a number of cofactors. The incubation 
lasted for 15 minutes at 37° C. Such systems 
are known to form enzymatically triosephos- 


phate from the added hexosediphosphate. If 
pyruvate is added to such systems, the tri- 


osephosphate-dehydrogenase step of the 
Embden-Meyerhof scheme of glycolysis is 
expected to operate. Accumulation of an 
easily hydrolyzable phosphorus compound as 
a result of the addition of pyruvate was taken 
as an index of the rate of the last-mentioned 
glycolytic reaction. The latter accumulation 
is, however, the measure of the equilibrium 
of the rates of formation and consumption 
of the mentioned phosphorus compound. We 
have found that in incubation systems con- 
taining hemolyzate from insulin-treated blood 
there is a comparative deficit in the accumu- 
lation of this easily hydrolyzable phosphorus 
compound. Some experimental observations 
even seem to suggest that the deficit is due 
to an increased rate of consumption of the 
high-energy phosphorus compound, rather 
than to a decreased rate of its formation. 
The finding described above constitutes an 
experimental evidence of the effect of insulin 
on the enzymatic properties of the red cell. 
The site of this insulin action, on the other 
hand, is evidently the cellular level, since this 


is the highest level of biological organization 
present in blood in vitro. Under the con- 
ditions of our experiment, however, the 
actual detection of the enzymatic effect of 
insulin was done after the cells had been dis- 
solved: hemolyzed. 

We have also found that this “cellular” 
effect of insulin is absent in the blood cells 
of a very substantial number of patients 
suffering from schizophrenic conditions. In 
the course of further methodical variation 
it has been found that the demonstrabil'ty 
of the difference between erythrocytes of 
healthy controls and of schizophrenic patients 
is improved by substituting citrate for pyru- 
vate and by supplementing the parallel con- 
trol incubation mixture with butyrate. The 
enzymatic implications of the latter circum- 
stance are discussed elsewhere. For the 
sake of simplicity we express all our results 
as differences found between the easily hy- 
drolyzable phosphorus contents of the 
butyrate-containing and citrate-containing in- 
cubation mixtures. The value of this differ- 
ence is modified by the treatment of the blood 
with insulin either in the positive or in the 
negative sense. Results in the present paper 
are presented as the modifying effect of 
insulin upon the mentioned difference. 

Patient Material and Healthy Controls.— 
Patients were selected with the aim of in- 
cluding as wide a spectrum of acute schizo- 
phrenic conditions as possible. This group 
of patients was then compared as to their 
cellular responsiveness with the group of 
healthy controls on the one hand and with 
patients belonging to other diagnostic cate- 
gories on the other. We thought that such 
selection could best be done by observing the 
descriptive criteria of the group of schizo- 
phrenias according to E. Bleuler. Leading 
symptoms were those of a primary disturb- 
ance of thinking and feeling as well as the 
schizophrenic ambivalence of the various 
aspects of the evaluation of reality, especially 
if these symptoms presented themselves in 
patients with clear sensorium and unim- 
paired orientation. The observation material 
to be presented in this paper consists chiefly 
of single measurements on the erythrocytes 
of psychotic and healthy control individuals. 
We have done longitudinal observations in a 
few cases in order to correlate the changing 
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clinical pictures with the status of the intra- 
cellular responsiveness. We plan to extend 
this kind of approach to a larger number of 
cases, We also plan to study the conditions 
as to the present finding in a number of 
mentally healthy relatives of psychotics. 

Most of our healthy controls were young 
females; student nurses. Smaller groups of 
patients with diagnoses other than schizo- 
phrenia such as manic-depressive psychosis, 
psychoneurosis, diabetes, and hyperthyroid 
conditions were also included in our study. 
The majority of all mental patients were, at 
the time of the testing in the first days of 
their hospitalization, free of sedatives, and 
had been fasting for 10-14 hours before 
blood was drawn. Patients with known 
longer history of starvation or those showing 
evidence of intercurrent diseases were ex- 
cluded from the study. 


RESULTS 


In the presentation of our findings the 
modifying effect of insulin upon the differ- 
ence described in the methodological section 
of the paper will be expressed as a single 
quantity. At least 2 parallel determinations 
were done on every person and their mean 
value was used in calculating the mean value 
of an entire category of individuals. The 
mean values of the respective groups, 
followed by their standard errors, are shown 
in Table 1. 


HEALTHY CONTROLS 


The mean value of the measurements on 
18 healthy persons, expressed as the above- 
defined difference, was: +4.7+0.7 micro- 
gram phosphorus per 1 ml. of incubation 


TABLE 1 

Standard 
Number of Mean of the 
Group cases value mean 
Healthy controls......... 18 + 4.7 +07 
Schizophrenics (total)... 87 — 3.6 + 0.7 
Simple 13 + 2.4 +1.0 
Hebephrenic type...... 10 — 3.0 +12 
Catatonic type......... 12 — 3.6 +04 
Paranoid type.......... 18 — 28 +07 
Acute, type A.......... 24 — 5.0 21s 
Acute, type B.......... 10 — 30 £3138 
Manic-depressives ....... 6 + 4.9 -—- 


Hyperthyroid conditions.. 7 + 2.7 — 


mixture per 10 minutes. The insulin effect 
was missing in one of the 18 control persons. 
It is not clear whether there was a technical 
error present or some other unknown bio- 
logical factor was responsible for this 
deviation. 


THE GROUP OF SCHIZOPHRENIC PATIENTS 


The results of determinations on 87 pa- 
tients are treated first as a single group of 
data and compared with the group of results 
on healthy controls. The mean value of the 
schizophrenic group, expressed in the above- 
defined units was: —3.6+0.7. The insulin 
action appears to be opposed to the one seen 
in normals, Although there was a consider- 
able variation observable among the values 
of the individual measurements on these pa- 
tients, as a group they gave a picture sig- 
nificantly different from the one seen in the 
control group. The “t” value characterizing 
this difference is: 5.45 and the corresponding 
“p” value is far less than 0.001(4). It must 
be noted that 17 out of the 87 patients gave 
responses similar to the healthy pattern. 

All the 87 patients included in this group 
presented at least some of the fundamental 
symptoms as described by Bleuler. Some of 
these patients showed, however, signs of a 
disturbance of the sensorium and of impaired 
orientation. We wanted to know first 
whether there was any correlation between 
the degree of the enzymatic anomaly and the 
clinical symptomatology. For this purpose 
we grouped the test results in 3 categories: 
(1) extremely marked pathological devia- 
tion; (2) medium degree pathological devia- 
tion; (3) normal type response in patients. 

The above grouping failed to demonstrate 
a definite correlation of the degree of the 
disturbance with any one of the classical sub- 
types of schizophrenia, Some tendency was, 
however, displayed by the “normal type re- 
sponses” to be associated with clinical histo- 
ries of an insidious, slow development rather 
than with those characterized by the sudden 
appearance of an acute psychotic process. 

We have also tried to approach the 
problem of correlation of cellular findings 
with clinical pictures in the opposite direc- 
tion. We grouped our patients according 
to their apparent belonging to standard 

clinical subtypes and obtained the corre- 
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sponding values of the enzymatic results for 
each group. It must be mentioned that few 
of the patients were of the long-hospitalized 
type with symptomatology firmly established 
by continuous observation. Our attempt to 
classify them according to clinical subtypes 
was mostly on the basis of the symptoma- 
tology of the acute condition and of the 
available social case histories. In denoting 
the subtypes we have followed the termi- 
nology of the 1952 edition of the Diagnostic 
and Statistical Manual of Mental Disorders, 
published by The American Psychiatric As- 
sociation, 

Simple Type.—We use this category for 
cases characterized by a continuous increase 
in the severity of a deterioration of the 
personality, Beside this markedly chronic 
course of the disease process, the clinical 
pictures were as a rule relatively unproduc- 
tive as far as accessory symptoms (Bleuler) 
were concerned, Consequently, patients suf- 
fering from an acute breakdown or those 
showing a recognizable tendency to develop 
accessory symptoms characteristic of the 
other subtypes were not included here. 

Hebephrenic Type.—We are aware of the 
difficulty of clinically differentiating this type 
from the previous one. The differential cri- 
teria for the hebephrenic group were ; a more 
pronounced emotional disintegration with 
productive signs of inappropriate emotional 
reaction along with a more marked intensity 
of the accessory symptomatology in Bleuler’s 
sense. In many of the cases there was a 
more marked tendency to develop acute psy- 
chotic processes as contrasted with the more 
gradual onset of the symptomatology of the 
simple type. 

Paranoid Type.—Whereas the differentia- 
tion of this type from the other subtypes of 
schizophrenia seldom creates a difficult prob- 
lem, the differential diagnosis between para- 
noid schizophrenia and nonschizophrenic 
paranoid states is not always possible. This 
question is as old as the problem of the inde- 
pendence of “paraphrenia” as a distinct 
nosological entity. The amount of informa- 
tion available to us concerning these patients 
did not always allow a clear differentiation as 
to the above-mentioned, closely related clini- 
cal pictures. We assume, however, that most 


of the patients here classified belonged in the 
paranoid subtype of schizophrenia. 

Catatonic Type.—The clinical pictures 
classified into this category were those of 
acute psychotic conditions manifesting pre- 
dominantly catatonic symptomatology during 
the first days of hospitalization. Many of 
the patients classified elsewere displayed 
fragmentary catatonic symptoms. We have 
not included here patients in rigid “crystal- 
lized” chronic catatonic “end phases.” Cases 
with exclusively catatonic symptomatology 
are hard to find in the patient material avail- 
able to us. 

Acute Undifferentiated Type.—This group 
comprises the largest contingent of our cases. 
Their general characterization would basic- 
ally agree with the corresponding description 
in the Diagnostic and Statistical Manual. We 
shail try to distinguish 2 subcategories on the 
basis of the presence or absence of symptoms 
characteristic of the “Acute Brain Syn- 
drome” of the Manual. While doing this we 
were dealing with the same problem which 
caused other authors to distinguish between 
conditions called “schizophreniform” or 
“oneirophrenic” on the one hand, and those 
meeting the requirements for ‘‘classical” 
schizophrenia on the other. We shall discuss 
cases belonging in these 2 subcategories 
separately. 

Acute Undifferentiated Type—Schizo- 
phrenic.—Patients belonging in this group 
showed various symptoms of an acute psy- 
chotic attack, but their sensorium and orien- 
tation were not primarily disturbed. Many 
of these patients were deeply impressed or 
puzzled by the drastic change going on in 
them and most of them reacted to the situa- 
tion with a primary anxiety. While they 
were apt to misinterpret events around them- 
selves, they did not show well-developed 
delusional systems and were capable of 
orienting themselves in their environment 
(“double orientation” of schizophrenics; 
Bleuler ). 

Acute Undifferentiated Type—“Schizo- 
phreniform.”—The cases classified into this 
group differed from the ones of the previous 
group by the presence of a more or less 
marked impairment of the sensorium and 
of the orientation. In this regard these cases 
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approach the symptomatology of the Acute 
Brain Syndrome of the Diagnostic and 
Statistical Manual. Whereas many investi- 
gators have attempted to establish this group 
as an independent nosological unit or at least 
to separate it from the “classical” schizo- 
phrenia in the sense of Bleuler, our empirical 
approach does not necessarily presuppose the 
existence of such a dividing line. Neither did 
the biochemical findings distinguish this sub- 
category from the rest of the schizophrenic 
patients. This group also included 2 cases 
of postpartum psychosis. 

The breakdown of the findings according 
to the above characterized subgroups is 
shown in Table 1 and Figs. 1 and 2. 


PATIENTS SUFFERING FROM CONDITIONS 
OTHER THAN SCHIZOPHRENIA 


This group included 6 cases of manic- 
depressive psychosis. Three of them were 


EFFECT OF INSULIN IN MICROGRAM P/I ML./10 MIN. 
MEAN VALUES OF GROUPS (NUMBER OF PERSONS) 


SCHIZOPHRENICS, TOTAL (87) 


HEBEPHRENIC 


CATATONIC TYPE (i2 


PARANOID TYPE oe) 
ACUTE, TYPE 
ACUTE, TYPE pio) 
MANIC serves (6) 
HYPERTHYROID CONDITIONS 
m 


rics 


Fic. 1.—The effect of insulin presents itself as 
either a positive or negative shift in the value of 
the difference between the easily hydrolyzable 
phosphorus (PA7’) contents of the butyrate-con- 
taining incubation mixture (A) and of the citrate- 
containing incubation mixture (B). Composition 
of the 2 incubation mixtures were the following: 
(A): 1.7 X 10°* M glutathione (Schwarz) ; 1.5 
M hexosediphosphate (Nutritional Biochem. 
Corp.) ; 3.0 X 10-* M DPN (Coenzyme I, Pabst) ; 
2.0 10% M Adenosinemonophosphate (Pabst) ; 
7.0 X 10-* M orthophosphate; 1.3 107 M KCI; 
33X10? M KF; 4.0 X10* M Tris(Hydroxy- 
methyl) aminomethane; 540 microgram/ml. Cyto- 
chrome C (Sigma Chem. Co.); 26 mg./ml. total 
blood pigment; 7.4 X 10% M butyric acid. (B): 
same composition but 4.3 10-2 M citric acid 
instead of butyric acid. The final pH was 7.3. 
Other details of the incubation are described in 
the text under “method.” 


in a manic and 3 in a depressive phase. The 
blood cells of these patients did not show 
the enzymatic anomaly found in schizo- 
phrenics. 

Of the 7 patients suffering from thyrotoxi- 
cosis only one showed enzymatic response 
falling in the moderate zone of the patho- 
logical range seen in schizophrenics. The 
same patient exhibited signs of intensive 
anxiety. 

None of the 7 diabetics examined gave 
schizophrenic-type responses, although the 
general level of their responsiveness appeared 
to be slightly depressed as compared with 
the mean of the healthy controls. The 
average age of the diabetic patients, however, 
was higher than that of the healthy controls. 

The mean values of the data obtained for 
these patients are shown in Table 1 and Figs. 
1 and 2, 


CoNCLUSIONS 


For the past 2 to 3 years in this country, 
there has been given increasing attention to 
the Bleulerian criteria which seem to have 
been very poorly understood and, conse- 
quently, not very strictly observed in the 
making of diagnoses of schizophrenia. These 
Bleulerian criteria(5) may be .tated briefly 
as follows: 

1. The “Fundamental Symptoms” of the 
disturbance consists of, or are deductible 
from the primary disturbance of the associa- 
tions and affectivity as well as from a ten- 
dency to “split” (ambivalence). 

2. The“Accessory Symptoms” appear as 
hallucinations, delusions, memory disturb- 
ances, decomposition of the personality, 
speech disturbances, somatic symptoms, cata- 
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Fic. 2.—Distribution diagram of the values of the 
effect of insulin on all persons tested. For explana- 
tion see legend, Fig. 1. 
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tonic symptoms, and the extremely variable 
symptomatology of acute syndromes. 

The presence of the fundamental symp- 
toms is the more important when it comes to 
the classification of a particular case as being 
schizophrenic. This may present no difficulty 
when the patient’s history and symptoms 
pretty clearly indicate that a simple or hebe- 
phrenic classification of schizophrenic psy- 
chosis is the one to be chosen. With the 
catatonic and paranoid groups the difficulty 
in establishing the primacy of the basic 
characteristics of schizophrenia in the psy- 
chosis observed may be difficult. 

With the “fringe” schizophrenic diagnoses 
the problem becomes still greater. It seems 
that we have fallen back on the device of 
using our skill as acquired through a back- 
ground of clinical experience in the detection 
of a schizophrenic “coloring” in making our 
diagnoses. 

The 3 currently leading theories as to 
etiology (genetic-constitutional, psychologic- 
acquired, physical-acquired) do not often 
help us in resolving the difficulty. Neither 
can we be on very sure ground on using the 
test of prognosis unless we delay diagnoses 
for a period of 5-10 years so that we may 
discover the errors in our first tentative 
diagnoses, The difficulties of proof in any 
one area have suggested a_ pluricausal 
etiology. 

If the view of multicausality is taken, and 
for practical reasons it is the most often 
advanced, it can well account for the rather 
loose concept and construction of the “group 
of schizophrenias” and its size statistically. 
Schizophrenia then becomes chiefly a group- 
ing of somewhat similar pattern schemes of 
symptomatology but with a good deal of 
variance in history, background, and in 
prognosis, whether or not influenced by treat- 
ment. Therefore, we may say that when we 
have the advantage of controlled, long-term 
observation such as obtains in Langfeldt’s 
follow-up series of typical and questionable 
schizophrenic cases in the patients of the 
Oslo Clinic(6) there appears to be a hard 
core of schizophrenic diagnoses surrounded 
by a clustering of psychotic conditions which 
were either variants of the core condition or 
merely schizophreniform or schizophrenia- 
resembling. We are certainly justified in 


making every effort to find aids to diagnosis 
and the simpler nd more positive means 
that can be found the better. We cannot 
claim that the present study will throw a 
great deal of light upon etiology. It is pre- 
sented as offering some information as to 
biochemical differences of intracellular 
metabolism of red blood cells which may be 
demonstrated to be present far more fre- 
quently in cases within the general schizo- 
phrenic spectrum than in the cases of healthy 
persons or in the case of those suffering 
from psychoneurotic conditions and from 
psychotic conditions which do not appear 
to belong within the schizophrenic spectrum. 
At the same time, the test indications within 
the broad schizophrenic group do not come 
out so uniformly that we can state that this 
is a means of diagnostically tagging the 
central core of schizophrenia itself. In fact, 
in some cases in which the evidence of 
Bleulerianly-determined schizophrenia is so 
definite that it must be accepted, this test 
may give the normal result. Although most 
of the normally responding cases tend to 
accumulate in the simple-hebephrenic sub- 
type category, the existing evidence is still 
insufficient to assign diagnostic significance 
to this finding. 


SuMMARY 


1. This test affords a means for study of 
intracellular biochemical changes. 

2. Proceeding from the fact that it has 
given quite uniform results in a fairly large 
healthy control group of persons and that 
different results are obtained in the cases of 
some clinically psychotic patients, we may 
classify the test results of the first group 
as normal and of the second group as patho- 
logical. 

3. The test gives normal response in the 
cases of most of our patients diagnosed 
clinically as suffering from psychiatric con- 
ditions other than schizophrenia as well as 
in diabetics and hyperthyroid cases. 

4. Pathological test results are obtained 
chiefly within the schizophrenic range of 
diagnoses but some of the most clinically 
characteristic schizophrenics give normal re- 
sults with this test. 

5. Present indications are that there is 
some factor present within the group of 
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schizophrenic spectrum cases which is 
common to many of these cases but that the 
central group of well confirmed, long-term 
cases of schizophrenia is itself not positively 
distinguishable by this means, 

6. At the present state of the investigation 
the cases showing ‘“‘normal type” enzymatic 
response can be tentatively characterized by 
the lack of the symptomatology of an acute 
psychotic attack of a sudden onset as it is 
typical in cases described as simple schizo- 
phrenia. 
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Electroshock as a therapeutic technique is 
the product cf accident and empiricism. 
Cerlatti who presented this therapeutic ap- 
proach viewed the procedure more as a physi- 
ological phenomenon with roots in Spiegel’s 
initial observations and Putnam’s and 
Merritt’s practical application of these ob- 
servations in testing the anticonvulsant 
properties of drugs. Electroshock did not 
spring forth fully matured as a therapeutic 
measure but began somewhat competitively 
facing metrazol by vein and hypoglycaemia 
by insulin, In this competitive field electro- 
shock almost too rapidly gained popularity. 
It was easy to apply. It required only small 
assisting staffs and it appeared upon the 
basis of animal experiments as well as clinical 
experience to have relatively few irreversible 
complications. Like many new therapeutic 
agents the experimental trial was diffuse 
and, in retrospect, not infrequently ill advised. 
But from these beginnings has arisen a 
general concept of the value of this form of 
physiological therapy in those nervous and 
mental disorders characterized particularly 
by affective components. While there is a 
great deal of controversy over concepts of 
modes of action of electroshock therapy, of 
therapeutic dosages, and even of technical 
variations in terms of form, shape, and 
strength of current, nevertheless, the past 16 
years has seen electroshock assume a widely 
accepted place in the therapeutic armamen- 
tarium of psychiatry. It is established in 
depressions at least and probably in certain 
other psychobiologic reactions found in a 
variety of psychiatric syndromes. This ac- 
ceptance is not an unmixed blessing. It is 
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with the implications rather than techniques 
of electroshock therapy that this presentation 
deals. Acceptance of electroshock implies 
responsibilities for techniques, familiarity 
with objectives of therapy and knowledge 
of the neurophysiological processes affected. 
Metrazol, insulin, and electroshock all have 
one common denominator—the production of 
grand mal convulsions. No other similarity 
between a chemical analeptic process, hypo- 
glycaemia, and exposure to an electric current 
exists, The similarity is one of end result 
rather than process. Comparable reasoning 
would term carcinoma of the prostate and 
gunshot wound of the heart as similar since 
both produce death. 

Cerlatti’s work implied that convulsions 
could be produced by the passage of an 
electric current through the frontal region 
of the brain. Benefit appeared to result in 
many cases so exposed and some acquired 
simultaneously fractures of the long bones, 
compression of dorsal vertebrae, or other 
complication. Fortunately, death has been an 
infrequent complication. 

With experience metrazol was discarded 
as inconvenient, uncomfortable, and some- 
what uncontrollable. Insulin therapy utilized 
hypoglycaemic levels insufficient to produce 
convulsions, so that their presence became 
an indication for termination in many clinics. 
Only conventional electroshock remained as 
a convulsive therapeutic agent. 

What we have termed “modern methods” 
in electroshock therapy represent attempts 
to achieve the benefit of this procedure with- 
out the hazards and complications inherent 
in gross motor strip activation. We consider 
electroshock therapy as a means of changing 
an existent neurophysiologic status. Con- 
sideration of controversial clinical indications 
is beyond the scope of this report. 

The monumental work of Alexander is 
indicative of the mass of experimental and 
clinical detail which lies behind such planned 
treatment with electroshock. The routine 
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exposure of the brain to the passage of an 
electric current of sufficient magnitude to 
produce a grand mal convulsion is as clini- 
cally sound as the routine administration of 
20 units of insulin to all diabetics would be. 
We feel that consideration of any patient for 
electroshock therapy involves at least 3 
basic concepts: (1) the central nervous 
system including the motor strips and the 
nonmotor areas; (2) the ego of the particu- 
lar person to be treated ; and (3) the physical 
aspects of therapy by electroshock. It is of 
importance to recall that Spiegel, who first 
observed the effect of electric currents upon 
the central nervous system, recognized that 
electric stimulation of the motor strip induced 
motor movements and if intensified or pro- 
longed induced convulsive movements. 
Stimulation of the central nervous system 
other than the motor area does not tend to 
induce convulsions although some of the 
more recent studies of Gelhorn and others 
would indicate that the stimulation of feed- 
back circuits from the frontal poles or from 
the diencephalon may, by reducing inhibitor 
circuits or stimulating excitatory circuits, 
somewhat secondarily set off convulsive 
phenomena. The intensity of the current 
applied to the central nervous system is of 
importance in terms of whether the motor 
strip participates in the stimulation directly 
or indirectly. There is no evidence to the 
best of our knowledge and belief that stimu- 
lation of the motor strip has neurophysio- 
logically any relation to the existent psychi- 
atric disorder or the possible neurophysiologic 
dysfunction. The motor convulsive phe- 
nomena are apparently side effects of electro- 
shock therapy. The effect on the ego of the 
individual is, we feel, not infrequently over- 
looked in that the earlier techniques of 
Cerlatti-Bini produced what Alexander has 
termed organoid states of mentation. In 
many particularly sensitive, highly intelligent 
persons this postshock amnesia with its 
organoid type of confusion states has been 
most disconcerting. As a side effect it has 
sometimes almost vitiated the benefit derived 
from the electroshock therapy. 

The physical complications of electroshock 
therapy, regardless of the technique, have 
arisen almost exclusively from the motor 
aspects of the convulsive phenomena result- 


ing from this treatment. Fractures of the 
long bones and compression of dorsal verte- 
brae occur when uncontrolled muscular 
contractions break or compress weakened 
bone. It is from these that medical and 
legal complications arise. 

Improvement of electroshock therapy must 
aim toward its application upon neurophysi- 
ological concepts to appropriately selected 
cases with minimal ego threat and freedom 
from somatic damage. Unfortunately, this 
brave goal has not been achieved. The 
present report is only our progress. We 
have, along with others, pursued various 
courses: (1) stimulation of the cerebral 
hemispheres in the region of the motor strip 
with subconvulsive doses of electrical current, 
either in current or in time; (2) the use 
of inhibitors in the form of drugs to the 
central nervous system; (3) the use of 
striated muscle-paralyzing agents to prevent 
the neuromuscular reactions resulting from 
stimulation of the central nervous system 
including the muscle strips; (4) modifica- 
tion of the stimulating apparatus shifting 
from an uncontrolled alternating current with 
a fixed rate of alterations to a direct or uni- 
directional current in which the rate of 
stimuli could be controlled as well as the 
amount of current applied, and the length 
of application, with other factors within the 
control of the physician; (5) variation of 
electrode placement ; and (6) combinations of 
modified stimulating apparatus and electrode 
placement offering a final possible modifica- 
tion and improvement of the therapeutic pro- 
cedure. We have not studied varied wave 
forms but agree with Ulett that such a 
further variation is possible. 

Parenthetically we have considered electro- 
shock as only a part of the therapeutic 
program in any case. Wilcox has used the 
term “physiodynamic therapy” in include all 
of the so-called shock therapies implying the 
concept which we believe most appropriate. 

1. Subconvulsive motor strip stimulation 
has in our hands had no therapeutic value 
when applied by the Cerlatti-Bini techniques 
and has, therefore, been discarded by us. 

2. Inhibiting drugs in the form of sedative 
(barbiturate) preparations produced fewer 
complicating fractures, but Kalinowsky’s 
criticism of such procedures as merely adding 
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to the complication potential seems justified. 
The therapeutic rationale of heaping toxic 
agents upon the postconvulsive hypoxic brain 
is questionable. This same criticism is appli- 
cable, although to a lesser degree, when anti- 
convulsant drugs are administered. 

3. Striated muscle paralytic agents similar 
to curare have been used. We have reported 
our experiences with a synthetic chemical 
having curare-like properties, observing that 
the synthetic was safer in our hands than 
was curare. The technical complexities of 
this procedure with its personnel and equip- 
ment requirements make it unsuitable for 
many cases. Purposeful paralysis of respira- 
tory muscles is, in our experience, not a 
procedure to be undertaken lightly. To dis- 
regard the cerebral hypoxia inherent in this 
technique is to discount a large body of data 
concerning cellular respiration. Striated 
muscle paralysis, in our hands, has substi- 
tuted freedom from orthopedic complications 
for respiratory ones. We have, therefore, not 
seen fit to pursue this course further. 

4. Unidirectional, modifiable current ap- 
paratus has permitted the application of 
appropriate current dosages without damage 
of harmful excesses. The current strength 
required has been reduced as the length of 
time of application has been increased. If 
small amounts of current are applied initially, 
however, this procedure is extremely painful 
so that we have administered sodium pen- 
tothal intravenously prior to its application. 
The rapid or instantaneous stimulation of 
the cortical strip by unidirectional or alter- 
nating electrical impulses produces sudden 
maximal striated muscle contraction with 
jeopardy to the skeletal system. Pretreat- 
ment use of intravenous anaesthesia permits 
submaximal stimulation, gauged by clinical 
observation during treatment. From our 
clinical data it would appear that the thera- 
peutic effect of such submaximal stimulation, 
under anaesthesia, is limited unless the time 
in which the current is applied is prolonged. 
Alexander has observed that continual ap- 
plication of unidirectional stimulating cur- 
rents inhibits clonic striated muscle con- 
traction even in induced convulsions. Such 
convulsions consist of powerful tonic con- 
tractions without subsequent clonic con- 


tractions. This last reduces but does not 


completely eliminate the possibility of frac- 
tures. It does eliminate aspiration dangers 
and has, therefore, permitted the treatment 
of some patients with pulmonary infections. 

5. Variation of electrode placement has 
been attempted by many workers for a 
variety of reasons. Our own concepts have 
been to disregard any alleged organic cortical 
mosaic but to utilize known cerebral circuits 
of the motor system to prevent skeletal 
complications. Impastato has observed that 
when electrical currents are applied to both 
cerebral hemispheres, the motor areas are 
stimulated either directly or indirectly, and 
when the resulting neuromuscular contrac- 
tion occurs, it consists of a bilaterally syn- 
chronous discharge with contraction of the 
large paravertebral muscles. ‘ 1ese powerful 
muscles with their tendinous insertions and 
origins on transverse processes of the verte- 
brae as well as vertebral bodies, produce 
powerful compressive pressures on the verte- 
bral bodies in a rostral-caudal axis. Follow- 
ing the suggestion of Impastato, we have 
observed that the application of minimal 
electrical currents to one cerebral hemisphere 
serves to stimulate only the electrical circuits 
and neurones in that hemisphere and, hence, 
the neuromuscular activity occurring as an 
overlay phenomenon of this stimulation is 
limited to the contralateral half of the striatal 
muscles of the body. In elderly patients 
particularly we have utilized such a noncon- 
vulsive focal therapeutic approach under 
sodium pentothal. This allows the muscles 
of only the contralateral side of the body, 
particularly those along the vertebral column, 
to contract, and, thus, the amount of muscle 
pull upon the vertebrae is one-half that which 
would occur if both of the paravertebral 
muscle groups were stimulated and fired 
synchronously. By this means, the danger 
of vertebral compression is reduced to one- 
half that which would otherwise be present. 
Where there is osteoporosis or other evidence 
of debility either in the vertebral column or 
in the extremities such a focal approach 
assures minimal danger to the patient. This 
is, of course, induced under sodium pentothal 
anesthesia, and the treatment time is ap- 
proximately 60 seconds. The amount of 
current applied is extremely low. 


If one leaves the electrodes on one hemi- 
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sphere with the patient under sodium 
pentothal anesthesia and increases the amount 
of current above the convulsive rheobase, 
there is initially a focal firing from the under- 
lying motor strip to cause the muscles of 
the contralateral side of the body to con- 
tract. This may, if the current be continued, 
spread in a focal, almost Jacksonian manner, 
to bring the opposite hemisphere into the 
field of electrical excitation, and thus is set 
up a condition in which the neuromuscular 
overflow phenomena are observed first in 
one side of the body and then in the other. 
A rocking motion from side to side is present 
if this be induced in a tonic manner, and at 
no time is the compressive force upon the 
vertebrae more than one-half what it would 
be if the 2 sides fired synchronously. The 
term focal spread has been applied to this 
form of treatment. It is, in our experience, 
of value in elderly, debilitated patients in 
whom there is osteoporosis and in whom 
orthopedic complications are possible, if not 
probable, were conventional methods used 
in treatment. 

6. Combinations of therapeutic techniques 
seem inevitable when multiple variations are 


technically possible. We have previously ob- 
served that study of our own data revealed a 
day-to-day, and in retrospect, often pointless 


variation. Some standardized variations, 
however, have theoretical basis and seem to 
exert clinical benefit. 

Generally the electrodes are placed on the 
scalp in the supra-aural position which is, 
in effect, a bitemporal position. They may 
be placed frontally or with multiple electrodes 
at various sites. The physiologic effect upon 
the patient is modified by each variation in 
electrode placement. Thus, bifrontal place- 
ment of the electrodes results in gross motor 
movements or a so-called “rough” treatment 
with a postshock confusion state not seen in 
bitemporal electrode placement which is 
“smooth” and from which the patient 
awakens clear and oriented. 

We were interested in Friedman’s obser- 
vations on the use of multiple electrodes 
which he found effective in certain clinical 
entities and as a means of applying an electri- 
cal stimulus of a given force to the central 
nervous system without having maximal 
effect upon a relatively small amount of brain 


tissue. Because of this observation we began 
to utilize multiple electrodes, first placing 
2 electrodes over each cerebral hemisphere, 
either frontally or supra-aurally. This, as we 
conceived of the technique, should permit us 
to achieve essentially the same neurophysio- 
logic effect over a relatively wide zone of 
brain tissue with approximately one-half the 
total amount of current required when we 
concentrated the current in single electrodes 
bilaterally. Somewhat upon the principle 
that, “if a little will do a little, a heap will do 
a heap,” we further spread our electrodes to 
a total of 4 on each side, perhaps permitting 
us to straddle the issue clinically since we 
were by this time using both frontal, supra- 
aural, and post-aural electrode placements 
bilaterally. This has permitted a very smooth 
induction of the treatment with minimal 
electrical current and the resulting procedure 
is simple. We have not experienced any 
complications with this technique while thera- 
peutic efficacy has increased. We do not feel 
at this time that the data at hand are conclu- 
sive on this point, but, in our experience, the 
therapeutic effectiveness of this technique 
exceeds that of any other. It places a maxi- 
mal area of the central nervous system into 
the field stimulated electrically without sud- 
denly throwing relatively large amounts 
of current into a limited area, It must be 
borne in mind that the initial effect of the 
stimulation of nerve tissue by an electric 
current is that of transmission of the current 
and if it be high and continued the secondary 
effect is the generation of heat. Whatever 
possibilities there may be of neuronal damage 
by reason of the application of electrical 
currents to the scalp, they should be mini- 
mized by the use of multiple electrode place- 
ments. This is particularly true when this 
current is of a magnitude only sufficient to 
produce the desired neurophysiologic effect 
without secondarily inducing gross motor 
strip overplay with resultant neuromuscular, 
cardiorespiratory, and vascular burdens 
which result in complications to therapy 
nullifying whatever benefit might have been 
conceived of initially. 


SuM MARY 


We have attempted to present in a some- 
what chronologic form the growth and de- 
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velopment of what we have termed a modern 
form of the application of electroshock 
therapy. It is well established that electro- 
shock therapy benefits some psychiatric syn- 
dromes. We believe that by applying tech- 
niques now available this therapy may be 
applied safely with minimal complications, 
at the same time retaining benefits observed 
in its original form of application as well 
as, perhaps, additional ones. We have ap- 
proached our objective—retention of thera- 
peutic efficacy with the diminution of compli- 
cations—by a series of stages or steps which, 
in retrospect, indicate that we elected to 
follow certain courses of action instead of 
others. We fully agree with Kalinowsky that 
electroshock therapy is made complicated 
by use of additional masking or modifying 
agents. We recognize that our use of sodium 
pentothal anesthesia is such a masking and 
complicating agent but justify its use because 
of the ability of the type of electrical equip- 
ment used to overcome the effect of the 
pentothal anesthesia if it happens that the 
operator uses more of this substance than 


is necessary. The very form of equipment 
we use is that which would be used were we 
treating a patient for respiratory cessation 
as a result of pentothal poisoning. 

The utilization of electroshock therapy 
today implies concepts of objectives, neuro- 
physiologic states, and avoidance of compli- 
cations which formerly could be accepted as 
reasonable hazards. Pus, once regarded as 
laudable by surgeons, would now constitute 
malpractice. Similarly, “complications” of 
electroshock, as utilized originally, no longer 
find adequate defense in modern treatment. 
Judiciously applied to selected cases for par- 
ticular purposes, electroshock has reached 
a state of therapeutic acceptance. Its ap- 
plication as a panacea for all psychiatric 
syndromes in a “routine” manner is injudi- 
cious and may be hazardous. Modern electro- 
shock therapy implies the utilization of both 
technical skills and clinical acumen in making 
the treatment less hazardous than the disease. 
Electroshock is a valuable tool; it can be a 


dangerous weapon. 
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INTRODUCTION 


At the termination of that phase in our 
international relationships known as World 
War II, quoting Admiral Gallery(1), “We 
dumped the job of keeping peace on earth 
into the lap of the United Nations and tossed 
our Armed Forces in the ash can.” At such 
times we tend to dump our military psy- 
chiatric operational know-how as well. In 
1946 it was generally realized that we had 
ignored the blueprint preserved for us from 
World War I experience, and that the re- 
learning of the principles of combat psychi- 
atry had been lamentably expensive. Warn- 
ings against future neglect were sounded, 
and, indeed, were fully justified for when the 
Korean Conflict began it was apparent that 
these principles had never reached, or had 
been ignored by, medical officers of all eche- 
lons in the Far East, some in key positions, 
regular and reserve alike. The blow-by-blow 
account of the 1950-51 battle for recognition 
of these principles has been described by 
Colonel Glass,* the author’s predecessor(2, 


3)- 

Today, the warnings of 1946 are as ap- 

propriate as then, and could not be better 
stated than by Braceland(4) : 
When the final history of World War II is written, 
and like all history is entombed in large volumes, to 
the student who reads it carefully, it will reveal the 
same lessons learned so painfully and at such great 
cost in all wars. 


Alan Gregg(5), doubting that psychiatrists 
would retain much from their war experi- 
ence, said: 

Make no mistake about it, the pressing and imme- 
diate tend to crowd out the ultimately valuable. 
This paper will more than have served its 
purpose of putting the same old military psy- 


1Read at the 110th annual meeting of The 
American Psychiatric Association, St. Louis, Mo., 
May 3-7, 1954. 

2 Consultant in Psychiatry, Far East Command, 
later Army Forces, Far East, October 1951 to May 
1954. 

* Consultant in Psychiatry, Far East Command, 
October 1950 to October 1951. 


chiatric concepts, their measurable results, 
and “The Warning” into the current litera- 
ture if its readers will exhume and reread 
pertinent papers of World War II, not 
neglecting Volumes 103 and 104 of this 
Journal. 

General Chambers * and I, in the paper 
significantly titled “Restatement of Combat 
Psychiatry” (8), discussed American cultural 
background, psychiatric screening, man- 
power, iatrogenicity, motivation, primary 
gain, the nature of war neurosis, and therapy. 
Further discussion of these and of the period 
described by Colonel Glass will be avoided. 


PSYCHIATRIC ORGANIZATION 


The psychiatric organization is in echelon, 
has been described before(2, 3, 8), and 
closely follows the 1949 proposal(g). The 
division is crucial. The psychiatrist must 
visit regimental and battalion surgeons and 
commanders frequently in their local habitat 
for purposes of training and dissemination 
of psychiatric principles, which are forgotten 
even on the battle field unless often reiterated. 


The battalion surgeon can prevent more / 


psychiatric casualties than the psychiatrist 
can cure, 

A psychiatric treatment center, in which 
was vested the only authority to evacuate 
nonpsychotic patients from Korea, was 
opened April 1, 1952 in the Seoul area. Its 
effectiveness eventuated in the deletion of 
psychiatric services from the convalescent 
hospitals in Japan, which were most effective 
units in their own right. Let the record show 
that the psychiatric problems inherent in the 
psychological conversion from the role of 
patient to that of duty soldier in medical, 
surgical, and psychiatric patients necessitated 
the convalescent hospital. We understand 


* Chief, Neuropsychiatry Consultants Division, 
and Chief of Professional Services, Office of The 
Surgeon General, Department of the Army. 

*This statement is concurred in by Colonel 
Oral B. Bolibaugh, who was Theater Chief and 
Orthopedic Consultant during the entire Korean 
conflict. 
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there were fine hospitals backing us up in 
the states, but endeavored not to throw too 
much burden on them. 


TRAINING AND COMMUNICATION 


Rotation resulted in a fivefold replacement 
of experienced division psychiatrists with 
consequent recurring training deficit. Usu- 
ally time allowed an initial period of training. 
At the very least, our psychiatrists gained 
knowledge of what was expected of them, 
a sheaf of regulations and directives, and a 
period of working under Far East concepts 
and policies. The training assignment af- 
forded time for personal orientation, making 
friends, becoming an integral part of the psy- 
chiatric service and learning the paradoxical 
fact that one’s basic loyalty belongs, not to 
that service, but to one’s immediate com- 
mander, Intelligent individual assignment to 
specific positions was possible. 

Administrative techniques previously pub- 
lished(12) were emphasized in order to 
standardize our paper work throughout the 
theater, obviating some communication diffi- 
culties particularly with line officers whose 
past experience had been under varied 
ground rules. 

The author spent most of his time making 
continuous theater-wide rounds of psychi- 
atric and other installations. This was train- 
ing, communication, support, and grass-roots 
reconnaissance. A communications difficulty 
which could be entitled “The Generals’ 
Disease” is that it is difficult for superior 
officers to get people to tell them anything 
that might meet an unpleasant reception. 
Frequent informal visits facilitate the divulg- 
ing of important information merely on 
the basis that it is true and helpful, Factual 
information and willingness of the operating 
individual to discuss the probable effects of 
policy changes are invaluable in devising 
constructive policy and avoiding armchair 
decisions. 

Expert civilian consultants to the Surgeon 
General visited the theater every 3 or 4 
months. Their 30-day schedule was full; 
their travel, extensive; and their contribu- 
tion, great. Japan-wide professional psy- 
chiatric conferences were held, and Japanese 
as well as Navy and Air Force psychiatrists, 


contributed to these and to the monthly 
Korea conference. 

In any echelon system, members of each 
tend to distrust, and even to dislike, those 
immediately above and below. At times of 
friction, often the kindest thought squan- 
dered on the other is that he must be un- 
lettered, if not illegitimate. The firm friend- 
ships and exchange of ideas fostered by 
frequent meetings and cutting across echelon 
boundaries make such sentiments untenable, 
and promote mutual understanding and co- 
operation. Of almost equal value is the 
knowledge that others have met and solved 
the identical difficult problems. The pro- 
fessional conference, including the informal 
social evening, is believed to be of the utmost 
importance to the smoothness of the psy- 
chiatric operation. 


MILIEU FACTORS 


The mutability of the relationship between 
external and internal milieu factors is of 
crucial importance, but poorly understood 
and little credited. The instantaneous and 
extensive change of purpose and direction 
of behavior, following alteration in this rela- 
tionship, is of extreme operational import- 
ance. Man seeks stability. He continually 
underestimates, in effect denies, his powerful, 
untapped potentialities for performance un- 
der stress which far exceed his current self- 
assessment. The attitudes of the physician 
as perceived by the patient constitute a milieu 
factor of first magnitude. Stabilization of 
critical milieu factors by firm definition of 
reality, treatment, and informed attitudes, 
avoiding the delusion that evacuation is in- 
trinsically therapeutic, has resulted in good 
performance of duty by thousands of soldiers 
with chronic, nondisabling disease. 

“Evacuation forward” proved a thera- 
peutic milieu alteration. Referring corps 
troops forward to the nearest division psy- 
chiatrist and obdurate patients from hospitals 
in Southern Korea north to the treatment 
center resulted in marked reduction in the 
number of such patients. 

We have come a long way since 1944 when 
General Trudeau studied the utilization of 
personnel in North Africa. His study(10) 
could have been prompted by a message from 
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the War Department to that theater, reading, 
in part, 
Thorough investigation of . . . returned shipments 


[of patients] . . . reveals that 50% of men returned 
are better qualified than now being inducted. .. . 


He pointed out that better and prompt medi- 
cal evaluation and assignment were the crux 
of the situation. It was moot whether segre- 
gation of neurotics in hospitals helped or 
hindered recovery, and it was believed that 
most neurotics would recover if they knew 
they were not going back to the United 
States, might move to a more undesirable 
location, and, in either case, were going to 
get plenty of hard work. 

Prompt evaluation, proper therapy, and 
fitting assignment keynote command and 
psychiatric philosophy and operation in this 
theater. The spheres of responsibility of 
line and medical officer have been spelled out 
in Command Directive(13). The concepts 
of outpatient treatment, convalescent hos- 
pitals, and unequivocal communication with 
command regarding suitable administrative 
handling of the pathological personality and 
the shirking soldier have transformed army 
hospitals from a refuge-from-duty to a place- 
to-get-well. 


STATISTICS 


The data resulting in these statistics were 
reported exclusively from psychiatric facili- 
ties during the period of hostilities. Space 
limitations require the omission of several 
tables that round out the statistical picture, 
of which only highlights can be shown. The 
psychiatric incidence rate (total admission to 
medical treatment facilities) for Korea has 
shown a progressive decline from a peak of 
250/1000/annum in August 1950, to 177 in 
September 1950; 70 for 1951; 22 for 1952; 
and 21 for the first 6 months of 1953. 

The mature psychiatric operation based 
on the first half of 1953 constitutes the most 
meaningful presentation. The flow of psy- 
chiatric patients and their disposition to duty 
or evacuation to the U.S. are events that 
could be and have been counted. From ex- 
perience in presenting similar figures, it may 
be predicted that some will read into them 
more than is intended, or intrinsically 
present. Standard responses to high return- 


to-duty figures are: “Yes, but they don’t do 
good duty anyway,” and “Yes, but you can’t 
say they were cured,” and “Yes, but further 
duty will only fix their neurosis so that they 
can never be cured,” and so on. These re- 
sponses seem not to be particularly germane, 
and call to mind that during World War II 
the War Department at one time removed 
from the Medical Service the prerogative to 
discharge the psychoneurotic, because of ex- 
cessive manpower loss. 

Effectiveness of inpatients returned to 
duty was studied by an independent psy- 
chiatric team from Washington(15) and 
their findings corroborated World War II 
studies(14). Non-coms rated 41% of re- 
turned-to-duty inpatients as average or better 
in performance, and 9% as inferior. This 
is good performance considering that on the 
basis of the 11 per thousand inpatient group 
studied, 19% were destined to become re- 
peaters, and 9% had been recommended for 
administrative discharge because of character 
and behavior disorder. 

These figures do not purport to show who 
was and who was not “cured” or for that 
matter, that none ended up in jail. In my 
opinion regarding the “fixing of a neurosis,” 
the burden of proof lies with him who con- 
tends that the successful performance of 
duty, rather than evacuation with its con- 
commitant guilt (8), carries fixing properties. 

The accompanying figures show how the 
psychiatric patient flow is progressively built 
up. All figures presented are based on what 
happened throughout the Far East during 
the time 1,000 psychiatric inpatients were 


1955] 
Ged 
PSYCHIATRIC PATIENT FLOW ARMY fan CAST, PER 1000 
[+] 

| ot 

Fic. 1. 


26 ARMY PSYCHIATRY IN THE FAR EAST 


admitted to psychiatric facilities of the com- 
bat divisions in Korea. 

In Fig. 1 the scale represents absolute 
numbers of patients. It is used as a point 
of reference in the other 3. The 3 psychiatric 
echelons are indicated—the combat division 
psychiatric service, the army-hospitals-in- 
Korea echelon, and the army-hospitals-in- 
Japan echelon. 

The legend on the righ* indicates ultimate 
disposition. The figures in the box at the 
left indicate the magnitude of the operation 
—when an assumed 1,000 division inpatients 
are cared for, the total NP load (outpatient 
plus inpatient) throughout the theater is 
approximately 11,000, 

The division psychiatric echelon is shown 
in Fig. 2. 

By the time an assumed 1,000 division 
inpatients have been accumulated, another 
2,100 outpatients have been continued on 
duty, Of the thousand inpatients (including 
188 repeaters), 634 are returned to duty 
within the division, 350 are evacuated to the 
next echelon, and 16 undergo other disposi- 
tion—mostly AWOL. The outpatient—in- 
patient ratio is seen to be 2.1 :1.° 

In Fig. 3, the army-hospitals-in-Korea 
echelon is added. The 350 division evacuees 
are joined by 956 patients of local origin and 
3,004 outpatients. All outpatients continue 
on duty. Of the total 1,306 inpatients, in- 
cluding 270 repeaters, 1,095 return to duty 
in Korea and 210 are evacuated to Japan. 
The outpatient-inpatient ratio of 2.3:1 is 
shown. 


® The 2,374 figure is total number of inpatients 
returned to duty as we shall see in slide No. 4. 


In Fig. 4 the army-hospitals-in-Japan 
echelon is added. The 210 Korea evacuees 
are joined by 827 patients of local origin and 
3,111 outpatients. All outpatients continue 
on duty. Of the total 1,037 inpatients, in- 
cluding 177 repeaters, 645 return to duty 
in Japan or Korea (some were on orders to 
Korea when hospitalized), and 347, including 
33 nonpsychotic, are evacuated to Army 
hospitals in the U.S. The outpatient in- 
patient ratio is 3:1. 

Regarding ultimate disposition of all (in- 
patient and outpatient) NP cases, shown by 
the upright columns on the right, 347 are 
evacuated to the U.S. and 10,589 return to 
duty—a ratio of 1 evacuated to 31 (or 30.5) 
returned to duty. With reference to hospi- 
talized patients only, 347 are evacuated and 
2,374 return to duty—a ratio of one evacu- 
ated to 7 (or 6.8) returned to duty. 

A numerical summary is shown in the 
box on the left. The total NP case load is 
10,998. Of this 10,998, 8,215 are outpatients 
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who continue on duty; 2,374 are inpatients 
who return to duty ; 347 are inpatients evacu- 
ated to the U.S. (of whom 314 are psy- 
chotic) ; and 62 are disposed of otherwise, 
mainly, AWOL. 

Not included in the table are the 213 
epileptics identified and treated in the last 
2 years, of whom 182 did successful duty(8). 
Nor does the table reflect that 3 times as 
many treated psychotics are returned to 
duty as nonpsychotics are evacuated. 

Fig. 5 is a graphic portrayal of the reversal 
of the nonpsychotic—psychotic evacuation 
ratio which occurred with the organization 
and refinement of the psychiatric operation 
in Korea with the Mediterranean, first half, 
1944, for comparison. Nonpsychotic evacu- 
ees are above the base line; the psychotic 
below. It is important to realize that the 
incidence of psychosis is very stable year 
after year—for the Far East, about 2.5 per 
1,000 per annum. Note the sudden drop 
from 19.4 nonpsychotic evacuees to I psy- 
chotic to 3.6 to 1 at the end of 1950—a truly 
remarkable measurement of the effect of the 
initial psychiatric organization of the theater. 
The ratio for the final 6 months of the war 
is one nonpsychotic to 9.3 psychotics. The 
Mediterranean 1.7 to 1 ratio 13 months after 
the landing in North Africa reflects the re- 
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Fic. 5.—Evacuation Ratio, Psychiatric Conditions 
vs. Nonpsychosis Army Forces Far East, 1950-1953. 


establishment of the forgotten combat psy- 
chiatry, and the Far East ratios are a genetic 
extension. 


CoMMENT 


1. Despite their being apparently inevit- 
ably ignored initially, the principles of mili- 
tary psychiatry can be put effectively into 
practice within 120 days. 

2. The Mediterranean Theater of World 
War II was a proving ground for military 
psychiatry, and the psychiatric statistics from 
the Korean conflict indicate that the tech- 
niques of the past are sound. 

3. Techniques of the assignment of psy- 
chiatrists, communication between medical 
echelons and with command, and the pre- 
ventive psychiatric functions of the battalion 
surgeon have been refined. 

4. The realization that alterations in milieu 
relationships are kaleidoscopic in their effect 
on total behavior, just as a light tap on a 
kaleidoscope results in marked change in 
pattern and appearance with no change in 
the elements, is important in avoiding cross- 
sectional definitive decisions and in aiding 
the patient to construct a correct definition 
of external milieu reality. This realization 
is essential also to the application of intel- 
lectually learned combat psychiatric prin- 
ciples because both dynamics and results are 
so foreign to much of our formal training 
and experience. 

5. Our experience justifies the concepts of 
outpatient therapy, convalescent hospital, NP 
treatment center, forward evacuation, and 
the delineation of areas of command and 
medical responsibility. 


SUMMARY 


A statistical analysis of psychiatry in the 
Korean conflict has been presented with 
comment on the psychiatric operation. Pur- 
pose: to emphasize and reiterate “The 
Warning” that loss of awareness of military 
psychiatric principles may be already occur- 
ring, and that only frequent rereading of 
the experiences of the past, with understand- 
ing of their validity, will preserve this knowl- 
edge of concepts and techniques, for which, 
so far, there is no substitute. 
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At the invitation of the British Council for 
the Welfare of Spastics, an opportunity was 
afforded to attend and observe certain clinics 
in England devoted to the care of handi- 
capped children, especially those we have 
come to know in this country as cerebral 
palsy patients. 

The individual impressions gained during 
the 6 weeks of conferences, demonstrations, 
and lecture work, that it became my privi- 
lege to enjoy, constituted a survey and stim- 
ulus by comparison of clinics and methods of 
treatment, one with another, and each with 
similar units in our own country. 

The term “spastic” to the British is syn- 
onymous with cerebral palsy as we have 
come to know it in this country, and yet it 
is even more vague and inclusive than we 
would permit at this time. 

I found there are many things that one 
must learn and come to understand when 
working at the doctor-patient level, which 
the casual visitor or tourist fails to encoun- 
ter. One might expect customs and manners 
to be different in Britain, but the same words 
of our English language have special mean- 
ing and these are often quite different from 
our own. 

To be an “M. D.” in this country is more 
or less to be identified with professional ac- 
tivity as a Doctor of Medicine, and thereby 
accorded its various aspects of dignity. In 
England “M.D.” means “mentally defi- 
cient”! (Whether justified or not, I soon 
found I was dropping this postscript from 
my signature). 

To be a “Mr.” here in this country is cer- 
tainly not to be included in the medical pro- 
fession. To call a surgeon in England a 
“doctor” is almost an insult, or at least it 
manifests gross lack of courtesy. He is a 
“Mr.” (just plain medical (nonsurgical ) 
men (in medicine) are to be called “doc- 
tors”!) In the eyes of the high and mighty 
wielders of the aseptic scalpel, the “Drs.,” 


1 Presented before the Philadelphia Neurological 
Society, December 3, 1954. 


A CLINICAL SURVEY OF BRITISH METHODS FOR THE 
TREATMENT OF SPASTICS* 
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like the “M. D.’s” enjoy an inferior state in 
society—that is, just “slightly so”! 

At one time the physician was too proud 
to cut the flesh or soil his hands with blood. 
He called upon the barber to do his bidding 
as his tools were always sharp. These “bar- 
ber surgeons” were given the recognition of 
“Mr.” (a sort of distinction above the Tom, 
Dick, and Harry familiarity, and beneath the 
“Sir” level of the gentry). The “worm” now 
has “turned,” and the dignity of “Mr.” and 
“Sir,” alas!, precedes that of Doctor of 
Medicine, “M.D.” or “Dr.,” alone. 

In the hospital clinics, a “spastic” is any- 
one who suffers from paralysis, athetosis, 
dystonia, cerebellar ataxia, or rigidity, 
(“M.D.,” or otherwise) with or without a 
“stretch reflex” and all the pyramidal symp- 
toms, that we in this country so carefully 
establish to distinguish the true spastic type 
from the rest of the cerebral palsy group. 

“Hopeless” probiems of almost every type 
are conveniently referred to as “M. D.’s” and 
the mental defectives are at present referred 
for institutional care, along with the true 
“feeble minded” types and idiots. We too 
have much of this same sort of confusion 
existing between recognition of exogenous 
and endogenous mentally afflicted in our own 
institutional groups, and are in the same 
need of careful modern screening for our 
patient material. 

Quite recently a few clinicians such as 
Dr. J. B. Stewart (Swinden), Mr. Innes 
(Birmingham), Mr. Pollock (Edinburgh), 
and Mr. Keith Lucas (Bristol), have begun 
to “screen” patient material, against such 
blanket “mentally deficient” classification, 
and especially against the inclusion of severe 
organic types of “spastics” along with the 
true intrinsic mental problems. A move 
toward screening the institutional backlog of 
so-called “Mentally Deficients,” (Stewart) is 
now in progress in one area near Bristol, and 
the dignity of “M.D.” may yet be elevated 
to the level of acquired “O.D.” (“organic 
disease”) of the brain. 

In order to visit widely separated clinics 
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and outlying institutions, I learned to drive 
on the left hand side of the narrow roads 
throughout Scotland, England, and Wales, 
use my fork with the left hand, etc., until I 
became almost left handed and left minded. 

The signs on the road say “Halt” instead 
of “Stop” ; the curves are called “Bends” and 
“Zeds”; and there is apparently no speed 
limit, except within definite village or town 
limits, which suggest an approved 30 miles 
per hour. An elevator is called a “lift” and 
“rather!” is not a matter of choice, but a 
confirmatory exclamation ! 

Into this interesting background came the 
opportunity to observe, examine, and evalu- 
ate, British methods of diagnosis and treat- 
ment for the cerebral palsied patient, and at 
the same time partake of their warm hospi- 
tality and interesting conferences and dis- 
cussions, 

The Children’s Hospital in Ormand Street 
(London), offers a well-staffed and active 
clinic for treatment and rehabilitation along 
symptomatic lines. Braces, physical therapy, 
and training come under pediatric supervi- 
sion with orthopedic aid. The patients I saw 
might be considered the “cream of the crop,” 
in that they were, or on their way to ambu- 
lation, appeared educable, and were brought 
to the clinic for observation, adjustment, ex- 
ercise, and routine entertainment, which re- 
motely suggested planned performance of 
training skills. Here the program was 
much as we find it today in such pediatric 
centers whose objective in palliative (to the 
age limit allowed for pediatric dominance), 
but without long-term evaluation of poten- 
tials, which each case would require to face 
adolescent and adult levels of adjustment. 

Eyes, hearing, speech, and behavior along 
with the recognized techniques for standing 
and walking were chief considerations, leav- 
ing specialized educational and training skills 
and aptitudes to some future set-up or 
organization. 

In the Princess Louise (Kensington) Hos- 
pital for Children, under Dr. Ursala Shel- 
ley’s direction, a wider and more progressive 
therapy program was evident. Although pe- 
diatric in nature, the treatments were more 
individualized, the diagnostic classifications 
more clearly established, and the “personal 
interest atmosphere” from clinician to thera- 


pist, clearly apparent. Patient response and 
therapy motivation consequent’ - emerged to 
a greater level of efficiency. Newer methods 
of therapy with long-term planning were evi- 
dent, and the staff and clinic personnel mani- 
fested a refreshing specialized interest in the 
field of cerebral palsy. 

In the clinical group, under the direction 
of Dr. C. D. Agassiz, the results of treat- 
ment and rehabilitation were rather remark- 
able, due to the program of Mrs. Collis who 
has taken the theme of “achievement” (mo- 
tivation), rather than corrective aids, as a 
basis of training defective motor movement. 
Here we could learn much from what may 
be aroused through purposeful self-effort in 
the handicapped child. 

The physical and exercise therapy is built 
around potential achievement with careful 
consideration in each game, (play activity), 
assignment or procedure requiied to empha- 
size better use of the defective part, or to 
encourage purposeful and satisfactory com- 
pensation from other remaining facilities 
needed to fulfill the objective selected. Al- 
though these patients, like those in other clin- 
ics, had been separated from the more severe 
types, nevertheless, the end results were out- 
standing for the types involved and sharply 
pointed up the need for purpose, achieve- 
ment (recognized reward), and individual- 
ized application of the numerous methods of 
therapy available today. We shou!d do well 
to make this same type of departure from 
stereotyped routines, or channelized methods 
of correctional care, so prevalent in our own 
clinics throughout this country. 

Certain types of “reflex therapy” and use 
of the tonic neck reflex or its “inhibition,” 
for training defective motor types is a popu 
lar and widely discussed, so-called “Bobat'. 
method,” now appearing in London. The 
success of this method of treatment for spas- 
tics, athetoids, ataxics, and retarded alike 
(unclassified and undifferentiated) is chiefly 
due to the hard work and sincere efforts of 
Mrs. Bobath herself, who does the physical 
therapy with great strength and determina- 
tion, while her husband, Dr. Bobath, ex- 
plains, works out, or suggests the “physi- 
ological” reasons for the methods used and 
the results obtained. They work as a team, 
she carrying out the various unique and ef- 
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fective methods of procedure (hard work), 
while he lectures and advises from the side 
lines. This is not a British custom or the 
usual London male prerogative, and as one 
might suspect both the method and the pro- 
cedure came to London from the Continent. 

I was impressed with the benefits obtained 
by the “Bobath method,” as far as neck, 
shoulders, arm movements, and controls 
were concerned, in the various difficult cases 
of spastic quadriplegia and the dystonic athe- 
toids. On the other hand the neglect of walk- 
ing patterns and lower extremity response 
in the patients I saw was almost pathetic. 
The incongruity of over-all response was ex- 
plained on the basis of an intentional “‘inhibi- 
tion” of those qualities that did not show 
progress, and the poor end results were “‘he- 
cause they did not want the movements, need 
them, or consider them too important.” 

To point up this rather remarkable phi- 
losophy of “heads I win, tails you lose,” it 
may be said that the clinic is a private enter- 
prise in the fashionable part of Mayfair and 
two or more years of frequent visits are re- 
quired to expect a favorable result. 

Two children (retarded in sitting and 
walking) I noted were simply overweight 
hydrodynamic problems; each could easily 
have been corrected in a matter of weeks by 
spinal drainage and fluid balance, or the nor- 
mal processes of time and growth would 
probably bring about satisfactory ambulation 
with or without treatment. Pneumoencepha- 
lographic studies, detection, or correction of 
subdural hygroma or hematoma and diag- 
nostic hospital study were not recommended. 
All cases, when given the “Bobath routine,” 
“confirm” the “great value of the method,” 
and, of course, also gravely question its va- 
lidity. It may be said that sincere effort and 
self-persuaded belief, accounts for the strong 
convictions held, based as they are on partial 
knowledge, of the tonic neck and postural 
reflex responses. 

The great need, in my opinion, is that this 
clinic requires careful diagnostic screening 
and classification of the cerebral palsied pa- 
tient material under treatment, standariza- 
tion of procedure, and less partiality as to 
those selected with sufficient funds for pro- 
longed consideration. 

At Guy’s Hospital (near London Bridge) 


the interest in the “spastic group” is more 
casual and conservative. The patient ma- 
terial is divided between orthopedic and pe- 
diatric consideration, with the usual ap- 
proved corrective and palliative measures 
applied in routine fashion, q.s., and p.r.n., 
but not correlated with physical therapy or 
planned future rehabilitation of vocational 
potentials. 

The National Hospital at Queen’s Square, 
has taken new interest in the entire problem 
of the “spastic” or cerebral palsy, from the 
neurosurgical standpoint! Mr. W. McKis- 
sock (Chief of Neurosurgery) presented the 
postoperative results in 35 cases of hemi- 
spherectomy, selected from the more severely 
afflicted types with focal Jacksonian seizures 
or hemilateral dystonic and spastic condi- 
tions, associated with gross brain lesions (es- 
tablished by pneumoencephalography and 
exploratory craniotomy ). 

It was refreshing to see pneumoencepha- 
lography instead of electroencephalography 
being used as a diagnostic criterion with posi- 
tive visual evidence of brain defects as a basis 
for surgical correction or intervention. 

Seventeen cases reported were attack free ; 
6 had return of convulsions after removal of 
the focal pathology (approximately 16%), 
and this residuum poses a rather nice ques- 
tion as to how the cortical pathology (now 
safely resting in a jar, along with the rest 
of the hemisphere, in the Pathological Labo- 
ratory of Dr. Carmichael) could be respon- 
sible for the recurrent seizures in the hemi- 
spherectomized patient ! 

With the full removal of a hemisphere, 
there is, of course, the loss of skilled move- 
ments and perception (gnostic sense) to the 
opposite side of the body, but instead of a 
spastic form of paralysis which formerly ex- 
isted, there is a more relaxed coordinated 
and quite normal appearing walking “gait,” 
with associated movements of the upper ex- 
tremity. The exchange of a spastic immo- 
bile and crippled part for a more normal and 
relaxed condition is at first sight almost 
inconceivable. 

It is obvious, in my opinion, that without 
the interference of the pathologically in- 
volved hemisphere basic patterns of move- 
ment (primitive amphibian type) emerge 
from lower centers and even crossed rep- 
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tilian, associated responses from the thala- 
mus and midbrain appear unimpaired. The 
homologus amphibian types of movement 
(from the reticular pons and medulla), are 
sufficient to give a smooth and coordinated 
appearance to ambulation and a less obvious 
deformity to the involved hand and arm. 
The remarkable impression is obtained that 
there is actually less paralysis with half of 
the cerebral brain mass taken away, than 
when it was formerly present with the gross 
pathology. 

Let no one be deceived! Sensory and mo- 
tor paralysis with hemianopsia is not to be 
lightly exchanged for better posture and ap- 
pearance! Higher level loss of intelligent 
voluntary function is not te be confused with 
lower basic coordinated patterns of semi-re- 
flex movements of ambulation. 

The control of the convulsive seizure, in 
4 out of § instances, is quite noteworthy, 
particularly in view of the severe and gross 
brain involvement present in each instance. 
The fact that approximately 1 out of 6 pa- 
tients persisted with convulsive seizures 
postoperatively indicates that the pathology 
per se was not responsible for the seizure (as 
the entire hemisphere where it was localized 
had been removed). This sharply points up 
the possibility that the seizure per se is not 
of cortical origin. I recall pointing out before 
the ninety-eighth Annual Meeting of The 
American Psychiatric Association (Boston, 
1942)? that the convulsive movements in 
man are apparently “‘flexion-extension” re- 
petitive patterns of “amphibian swimming 
type,” released from the primitive evolu- 
tionary levels around the reticular pons and 
medulla. Such patterns of movement were 
present in the amphibian types of life 
200,000,000 years before the human cerebral 
cortex developed. 

Aside from the clinical aspects of hemi- 
spherectomy, the neurophysiological implica- 
tions are extremely important. It is now well 
known that primate flexion extension pat- 
terns of movement, can be obtained at sub- 
thalamic levels by appropriate stereotactic 
stimulation in the decorticate cat ( Peacock). 
These responses I have found are influenced 
by posture and the “tonic neck reflex.” 


® The Other Side of a Fit. Am. J. Psychiat., 99: 
196, Sept., 1942. 


When slow motion picture film analysis 
(belly down in water) were made of the frog 
and salamander (also rat and guinea pig) 
under convulsant drug therapy when com- 
pared with those of the human being during 
electric shock, seizures, both exhibit free am- 
phibian swimming patterns (Fay).? 

The fact that the major “convulsive sei- 
zure” in the human when placed face down 
in the water (properly protected as to eyes, 
nose, and mouth) almost exactly simulates 
the free swimming movements of the frog 
(during the period of unconscious, clonic 
portion of the major convulsive seizure) 
strongly suggests that the entire repetitive 
movement patterns of the major seizure it- 
self lie far below the cortex, and the mecha- 
nism is one of cortical release of control and 
inhibition rather than “stimulation” or “hy- 
peractivity” of the cerebral hemisphere con- 
taining mammal movements. 

In hemispherectomy with the removal of 
both factors (the offending lesion and the 
remaining cortex), one is faced with the 
problem of accounting for approximately 
16% of postoperative convlusive episodes. 
This figure is comparable to the favorable 
results obtained by Alexander (1911), in 
his local “arachnoid fenestration” operation 
(opening the arachnoid), and the results of 
Frazier (1926-1929) in the removal of iso- 
lated scar and local gross deformities in so- 
called sensory and/or motor “Jacksonian 
types.” 

The residual and recurrent convulsive epi- 
sodes in the Penfield series, as well as my 
own and those presently reported by Mc- 
Kissock (noted above), lead to the tentative 
conclusion that neurosurgical intervention 
may be of value in selected cases, but there 
remains a “residual group” (of approxi- 
mately 16% ), with recurrent convulsion sei- 
zures of one type or another, whether simple 
“focal fenestration” is adopted, “removal of 
scar,” “wide excision of brain,” or total 
hemispherectomy, becomes the method of 
surgical choice. 

It would seem, therefore, that gross de- 
structible and mutilating operations on the 
brain, such as hemispherectomy, frontal lo- 
botomy, and subtotal extirpation procedures, 
will probably sooner or later pass out of 
popularity, and the more refined techniques 
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(long ago advocated by Spiller and Frazier) 
such as pedunculotomy (Russell Meyer), 
stereotactic thalamotomy (Wycis and Spie- 
gel), and well-directed and correctly planned 
topectomy (Poole) will find their proper in- 
dications, as clinical analysis and screening 
of patient material indicate wider and more 
detailed consideration of the central nervous 
system function. 

The Jackson-Spiller concept that a dis- 
eased, injured, or absent brain cell cannot 
“hypertunctionate” is simply being restated 
in another way by obtaining a better balance 
of remaining tissue function, when the defi- 
cient influence (lack of inhibition, not hyper- 
excitability) of abnormal higher levels or 
areas have been removed. That is to say that 
a simplified coordinated pattern of a lower 
basic level of motor function representing a 
former primitive evolutionary state of com- 
patability (250,000,000 years ago) may take 
over and function in semiautomatic fashion, 
if no longer under the control of, or interfer- 
ence by, partial abnormal control of higher, 
more recent, and extremely complicated pat- 
tern developed in the mammal (120,000,000 
years) and finally in man (past 1,000,000 
years). 

The “Cerebral Palsy Center” in Birming- 
ham is known as “Carlson House,” named 
after Dr. Earl Carlson, one of the pioneers 
of the cerebral palsy movement in this coun- 
try, who attracted attention 30 years ago to 
the potential rehabilitation and educability of 
many formerly abandoned types of athetoids 
and spastics. 

Birmingham reminds one somewhat of 
Wilmington (Del.), and there is considera- 
ble individual and community interest in the 
“spastic” problem. The therapy and correc- 
tional measures are under the direction of 
an outstanding orthopedic surgeon, Mr. 
Innes. Assisting him in a “team” are repre- 
sentatives from the pediatric, physical medi- 
cine, therapy, special educational, and radio- 
logical fields. Here there is an excellent 
school program, individualized and properly 
diversified for both mentally retarded and 
those who have primarily athetoid or dys- 
tonic disturbances, with little, if any, intel- 
lectual impairment. 

More than 100 children are cared for by 
inpatient and outpatient activities, based 


around the Center as an educational and 
therapy unit. It is comparable to the Wide- 
ner School in Philadelphia, with perhaps 
wider and more personalized direct medical 
supervision and attention to even a smaller 
group of patient problems and census. 

The physical therapy programs for the 
spastic in Britain have been chiefly developed 
in the past 10 years along the lines of Dr. 
Phelps’ (Baltimore), methods. With the 
more recent use of neuromuscular and reflex 
therapy (acquired from the Philadelphia 
General Hospital, Division of Physical Medi- 
cine, the Edinburgh Westerly School, and 
from the recent Danish program), the ac- 
tivity and diversity of treatment facility is 
rapidly expanding. 

Here, in Birmingham, we find good clini- 
cal results, good diagnostic team cooperation, 
and the importance of properly directed scho- 
lastic undertakings. There is an undoubted 
advantage in having a team of medical- 
professional and educational! leaders, in con- 
stant and intimate relationship to any educa- 
tional training and rehabilitation units, that 
attempt to deal with the special problems 
concerned with “spastics” or those we know 
as cerebral palsy types. 

In Bristol, a very old and thriving seaport 
town (with a relatively new university and 
faculty tradition of scarcely 100 years), there 
is a modern note of organization and team- 
work, diagnostic facility, and the most sur- 
prising of all situations, a young neurosur- 
geon who has found it possible to give time 
and consideration to the problems of cerebral 
palsy in conjunction with the excellent team 
of orthopedic, pediatric, neurological, and 
interested consultants in physical medicine! 
The interest in the screening and physical 
medicine side of the problem has spread to 
the communities, and not far away Dr. J. B. 
Stewart has begun a systematic screening of 
the institutional so-called “mentally deficient” 
types, as well. Community services and clas- 
sifications are taking place under medical 
supervision, so that one is impressed by the 
possibilities of coordinated and properly di- 
rected efforts now being achieved by the 
community and educational organizations, on 
the one side, and the diagnostic, medical, and 
corrective units, on the other. In spite of 
much dissatisfaction at both the public and 
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medical level regarding the present socialized 
form of control, some unit factors are work- 
ing to the benefit of all concerned. 

Much of future value and interest will 
come from this recent and highly activated 
Bristol study. The results are being obtained 
along with the adaptation of neuromuscular 
therapy measures, including “patterns of 
movement,” “unlocking reflexes,” and along 
with the over-all organic neurological and 
neurosurgical screening facility, should be, 
I am convinced filled with worthwhile con- 
tributions which will be forthcoming from 
this group in the relatively near future. 

Edinburgh is not only fascinating from its 
picturesque standpoint, its refreshing atmos- 
phere of geniality, and its firm Scottish tra- 
ditions, but I am sure one recognizes almost 
imperceptibly, the medical atmosphere and 
traditions so familiar to Philadelphia where 
the first School of Medicine in America 
(The University of Pennsylvania) arose. Its 
great initial faculty were primarily Edin- 
burgh trained, and have always been justi- 
fiably proud of the fact. 

Here Mr. Pollock, a comparatively young 
and outstanding leader among the orthopedic 
surgeons, has developed not only an excel- 
lent therapy unit, but his surgical corrections 
are sufficiently individualized, functional, 
and almost plastic in their detailed restora- 
tional results that one could only wish our 
neurologists and pediatricians could have 
this same sort of cooperative solution to the 
many mechanical and defective postural and 
motor handicaps in our own chronic cere- 
bral palsied group. 

Mr. Pollock has brought back to Edin- 
burgh, after visits to this country and 
abroad, the finest and most modern surgical 
techniques, adding these to his own with 
sufficiently wise application so that the end 
results (which, of course, are the true meas- 
ure of the value of any procedure under- 
taken) are surgically and correctively most 
remarkable. He has also introduced and car- 
ried on the use of “patterns of movement,” 
“neuromuscular reflex” training with re- 
sultant modification of muscle tone, and pos- 
ture, as an aid to his surgical and orthopedic 
correctional results. 

Less bracing, fewer canes, and crutches, 
more individualized activity, and a smooth 


coordination of walking, or use of upper 
extremity rehabilitation is the result of not 
just a “cutting or stretching of tendons,” but 
of a planned reconstruction of muscle func- 
tion (by transplantation or bone correction ) 
so that normal and reflex pattern movements 
can be developed, to the advantage of the 
newly corrected part. This may be con- 
sidered as the best practical application of 
the Colli-Grizoni (Milan) thesis of proper 
posture first, in order to eventually get 
proper proprioceptive and postural muscle 
responses. 

Stiff, “peg leg,” or braced, stilted gaits are 
not frequent in Mr. Pollock’s clinic.. Active 
persistent physical therapy, reinforced by 
motivation (purposeful movement) along 
with the use of neuromuscular patterns, are 
features which our clinics may well study 
and emulate. 

In suramary, after a period of close and 
careful study of the British problems con- 
cerned with the so-called “spastic” group, it 
became obvious that we, in this country, are 
far ahead as to diagnosis, methods of treat- 
ment, and clinical facilities. Our problem 
seems to be that these advantages are some- 
what offset because our advanced clinics are 
widely scattered, and not as available in con- 
centrated form or organized team activity as 
they should be. 

The British have moved more rapidly to- 
ward the use of our best methods and proce- 
dures, combined with their methodical ability 
for organization and determination to pro- 
duce and establish an end product, that jus- 
tifies the time, effort, and expense put into 
such a rehabilitation prograrn. We have 
spent much time, money, and words, when 
correlation and definite objective would have 
brought us more clinical advancement. 

It may safely be said that the British are 
facing, even more profoundly than we, the 
need for diagnostic screening and proper 
classification of the so-called cerebral palsied 
or spastic types, along with the need for indi- 
vidualized therapy, and special educational 
adaptation to the problem. These important 
features are now just becoming realized in 
this country as well. 

The current values of the 75 years of re- 
habilitation experiences, which the Danes 
have enjoyed, are being introduced into the 
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long-term planning for cerebral palsy pa- 
tients along with the recent scientific ad- 
vances from other countries. 

The British Council for the Welfare of 
Spastics are sponsoring a new unit (Ponds), 
which will deal with the adolescent group 
and early adult problems of the spastics, that 
face these patients after the early corrective 
years have been accomplished. This, as 
Crothers (Boston) pointed out years ago, 
is the crux of the whole problem, as too often 
after great efforts toward correction of physi- 
cal defects during early childhood, patients 
are almost entirely neglected as to the emo- 
tional and economic needs which arise 
later on. 

The fact that more of the severely involved 
types are rather casually and unjustifiably 
defined as “mentally deficient” by the Brit- 
ish, because of insufficient psychological, 
mecical, and organic neurological screening, 
is freely admitted and the rather rapid rise 
of groups concerned with physical medicine 
and therapies (now established on a more 
permanent scientific basis) is one of the most 
surprising advances that has occurred in any 
country within the past few years. 

The tendency to organize around the 
physical medical therapy unit, rather than a 
“specialty” aspect, points the way to the pos- 
sible advantages which highly trained and 
enlightened consultants in the field of physi- 
cal medicine (physiatrists) can contribute to 
the cerebral palsy diagnostic screening team. 
Therapy, rehabilitation, and vocational train- 
ing are continuous problems to the patient 
and parent alike. It is natural to expect this 
central therapy theme along with the educa- 
tional, occupational, and vocational fields to 
form the core of any long-term practical 
planning. 

The greatest retarding factor in cerebral 
palsy treatment, in the presence of the recent 
and vast amount of knowledge that we have 


from many specialty angles, is the tendency 
to try to fit the cerebral palsy patient into a 
narrow category (orthopedics, pediatrics, 
neurological, or special educational formula). 

It is obvious that no one group or specialty 
can encompass the problem, but that it re- 
quires the full help of all disciplines work- 
ing as a team, satellited around a common 
purpose, which is admittedly eventual re- 
habilitation of the patient to the highest func- 
tioning level with a satisfactory and stable 
economic value, if possible. 

The opportunity today for the young 
neurosurgeon and the organic neurologist, 
as well as child guidance psychiatrist, to 
enter the cerebral palsy field (which extends 
from pediatrics to geriatrics) dealing as it 
does with the many problems of paralysis, 
now lies open for those who seriously wish 
to aid in the careful diagnostic screening of 
this chronic and long neglected group. 

Almost 1 out of 3 true cerebral palsy pa- 
tients are now salvageable by various mod- 
ern methods. Orthopedic and neurosurgical 
corrective measures alone are not sufficient, 
nor are they frequent items in the over-all 
aspects of the problem. Correctional therapy 
plays a vital part in the patient rehabilitation 
program but these, like braces and crutches, 
must be coordinated with proper physical 
therapy and purposeful self-training, to gain 
a maximum result. 

There exists at the present moment not 
only a great demand for properly trained 
organic neurologists and neurosurgeons 
(who have not as yet developed arterio- 
sclerosis of the categories) to aid in diag- 
nosis and classification, but there will be 
more demand than medical fulfillment for 
many other medical, professional, and tech- 
nical aids for the “spastic” and cerebral 
palsy types, in order to assure full rehabilita- 
tion of the salvageable portion of this patient 
material within the near future. 
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MEDICAL SCHOOL ELECTIVES ON FAMILY ATTITUDES, 
SEXUAL BEHAVIOR, AND MARRIAGE COUNSELING *? 


KENNETH E. APPEL, M.D., EMILY HARTSHORNE MUDD, Pu.D., ano 
PHILIP Q. ROCHE, M.D.* 
Pa. 


In 1944 the Cyclopedia of Medicine con- 
tained the following statement (1) : 


“All physicians see many cases when symptoms do 
not subside as they should under the usual methods 
of treatment, when convalescents do not convalesce, 
when recovery from accidents or surgical procedures 
is unusually protracted for no obvious reason. 
Symptoms also seem to arise for no obvious cause. 
Physicians are aware that somehow or other 
emotional factors must be entering into the condi- 
tion. Conflicts and tensions accompanying marriage 
and family life are common sources of emotional 
and physiological d 


This statement epitomizes the collective ex- 
perience and convictions of physicians and 
counselors in their association with the 
Marriage Council of Philadelphia(2) and 
other such services, and is a beginning rele- 
vant expression of a need currently sensed 
by teachers and students alike in the wider 


field of medical education. 
Mitchell(3) writes: 


A number of medical schools have devised ways and 
means of stimulating in the student a broader 
understanding of the needs of the whole patient 
and of maintaining his interest in the patient as a 
person... Most young men and women enter 
medicine because of their desire to help people by 
maintaining or restoring health. It is scarcely logical 
to believe that an increased understanding of and 
interest in, people will diminish the medical students’ 
appetite for the scientific knowledge by which they 
may enhance their ability to give aid. That the 
development of that understanding and interest 
should be postponed until they enter practice seems 
equally illogical. 


This paper reports 3 years’ experience in 
dealing with this need through the initiation 
of 2 new fourth year electives in the medical 
curriculum under the department of psy- 
chiatry. It describes (1) how we went about 


1 Read at the 110th annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo., May 3- 
7, 1954. 

2 Expenses involved in the establishment of these 
electives were furnished by a generous grant from 
Grant Foundation, New York City. 

*From the School of Medicine, University of 
Pennsylvania. 
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it, (2) what the electives attempted, (3) 
student expectations concerning this effort, 
(4) reactions to the electives, and (5) what 
has been tentatively concluded. 

Responsibility for 2 new electives, offered 
through the department of psychiatry and 
open to seniors, was assigned in the fall of 
1952 to the director of the division of family 
study of the department of psychiatry. To 
clarify the relation of this course to the 
medical curriculum as a whole, it should be 
explained that the division of family study 
was developed in the department of psy- 
chiatry in 1952 and through this affiliation 
the Marriage Council of Philadelphia, a 
nonprofit community service of 20 years’ 
standing, became the operational unit of the 
division with its Director, Emily H. Mudd, 
Ph. D., becoming assistant professor of 
family study in psychiatry in the School of 
Medicine, University of Pennsylvania. These 
electives were organized under an interde- 
partmental faculty advisory committee, 
chaired by the head of the department of 
psychiatry, and consisting of 12 members 
including the dean of the School of Medicine. 
One of these electives is a 6 weeks’ placement 
at Marriage Council, division of family study, 
where the student learns at first hand the 
actual functioning of a counseling service 
and perhaps handles a selected case or two 
under close supervision. The other elective 
with which this paper deals isa 14- to 16-week 
lecture course entitled Family Attitudes and 
Sexual Behavior. Both electives were cor- 
related with the general teaching curriculum 
offered by the department of psychiatry and 
were designed to supplement this. 

These electives attempted to bring to the 
medical student a body of information on 
family life and sexual behavior with par- 
ticular focus on the pertinence of such to 
medical practice. To this end we presented 
material showing the scope and diversity of 
courtship, marriage, and family sexual be- 
havior, including current folklore, customs, 
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and laws; we demonstrated the correlation 
of sexual tensions and morbidity as met in 
daily medical practice. Emphasis was given 
to the relationship between early psycho- 
sexual development and the later continued 
patterns which determine the capacity for 
love, for adequate response sexually, and for 
constructive conjugal living. Cultural con- 
ditioning, particularly the influence of re- 
ligion, was indicated as a determinant in 
family life patterns. For the most part case 
illustrations were used, presenting a variety 
of tensional situations expressed on all levels 
of complaint, conscious, unconscious, and 
physical. Treatment considerations were 
focussed on the interpersonal relations be- 
tween husband and wife. Doctor-patient re- 
lations and transference phenomena were dis- 
cussed, as well as the physician’s need for 
self-understanding in interviewing and in 
helping patients. Emphasis was laid on the 
limitations of advice and direction in the 
treatment process. 

Thirteen lectures were given by members 
of the medical faculty and by others: an 
anthropologist, a sociologist and a social 
worker. Three additional sessions, devoted 
to the influence of religion on sex, marriage, 
and divorce, were given by ministers or 
representatives of the Catholic, Jewish, and 
Protestant faiths.‘ 

The objective didactic material carried 
with it to the student an explicit stimulus for 
self-observation. The goal was to alert the 
student to sense his own emotional participa- 
tion in the problems of his patients, to afford 
him confidence in such a role, and to bring 
him a rationale in medical management. It 
was early recognized that, in greater degree 
than in a course dealing with more concrete 
subjects, the effectiveness of the course would 
depend on the sensitivity of communication 
established between the teacher and student. 

Expecting a probable maximum registra- 
tion of 20, the course we planned as an in- 
formal seminar. However, when 90 of the 
senior class of 129 registered the first year, 
the meetings were scheduled in an audi- 


* Copies of course outlines, 1952-54, the suggested 
reading list, and the questionnaire evaluation are 
available on written request at the Division of 
Family Study, Department of Psychiatry, Uni- 
versity of Pennsylvania, 3828 Locust Street, Phila- 
delphia 4, Pa. 


torium, and the material shaped to lecture 
form followed by a short question period. 
Since the group became smaller by the third 
year a conference room was used—this 
achieved greater cohesiveness and a more 
informal and intimate teaching atmosphere. 
A disk recording and transcription was made 
of each lecture for possible future use. The 
topical outline used the third year is seen in 
Appendix 1. 

In many respects student expectations an- 
ticipated the thinking of the faculty. A 
majority of senior students stated that they 
hoped to obtain from this course “more 
knowledge about sex and marital problems 
my future patients will have and methods 
of handling them.” A number expressed 
their expectations more specifically and 
with varying degrees of sophistication, for 
example: 

I hoped to find out how a patient with a marriage 
problem presents himself or herself to the practicing 
physician. 

I hoped . . . to become more familiar with the 
preconceptions and emotional building blocks that 
prepare two people—or fail to prepare them—for 
living in contact with one another’s personalities. 

I come from a definitely sheltered background; 
from a family with a strict moral code to which I 
in some measure adhere, as I do to the faith which 
fostered it. My surprise at statistics of the Kinsey 
reports led me to believe I needed a better under- 
standing of the sexual codes and practices of others 
in order to deal effectively with my patients. 


Student attendance the first year ranged 
from 40 to go with an average of about 50. 
An evaluative questionnaire, not requiring 
the students’ signatures, was circulated near 
the end of the course to the go students 
originally registered.® The variety of 
questions offered opportunity for the free 
expression of negative as well as positive re- 
actions. The answers afforded understanding 
of student attitudes about the course, which 
helped the teachers in planning and present- 
ing material. 

5 The authors are indebted to Donald L. Taylor, 
Ph. D., Associate in Family Study, Department of 
Psychiatry, University of Pennsylvania, 1952-53, 
for assistance in the formulation of the questionnaire 
and to Howard E. Mitchell, Ph. D., Associate in 
Research, Division of Family Study, Department of 
Psychiatry, School of Medicine, University of 
Pennsylvania, for analysis of the questionnaires and 
for suggestions concerning the use of the results 
in this paper. 
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Over half (51) of the ge students re- 
sponded (Table 1). Sixty-five per cent of 
those answering felt such a course should 
be offered yearly to senior medical students, 
33% indicated that the course met with 
expectations, 27% regarded the material as 
practical and informative, 25% as influential 
in their th’nking, 16% found the material 
gave answers to many questions, and 12% 
found the course opened up new areas of 
reading. 

Table 2 indicates critical responses. 
Thirty-one percent of those answering re- 
garded the course as insufficiently integrated 
clinically ; 24% that it was too theoretical ; 
19% believed it presented nothing new ; the 
few remaining checked such comments as that 
the material was not pertinent to the 
problems, lacked coordination, was repeti- 
tious, a waste of time, and that they did not 
like some of the lecturers. Almost all the 
students complained about the late hour 
and its inevitable interference with dinner 
schedules, 19% stating the course competed 
with other demands on their time. 

An arresting quotation from G. B. Shaw 

prefaced the comment of the 1953 Alpha 
Omega Alpha annual course critique con- 
cerning this elective. It stated: 
“When two people are under the influence of the 
most violent, most insane, most delusive, and most 
transient of passions, they are required to swear 
that they will remain in that excited, abnormal, and 
exhausting condition until death do them part.” This 
course [adds the critique] has a definite place in 
the medical curriculum, and should be continued. 
It had one major fault; most of the lectures were 
elementary and obviously belaboured points which 
we already knew. We would like a course with a 
more practical clinical orientation—one which would 
include specific problems and how they should be 
met by the physician. 


TABLE 1 


Positive Reactions to Course Evaluation 1952-54 
Items 

Course met my expectations ; I 

got most of what I expected... 75 
Course should be offered yearly.. 65 
Offered practical information... 27 
Influenced thinking.......... 
Answered many questions 
Stimulated further reading 15 
* This question was not repeated because it was felt 4 


the discursi uested 
—_ ve req gave more 


Not asked* 


Dean John Mitchell felt the course should 
be continued although no change in time was 
possible. Revisions were incorporated and in 
the fall of 1953, 78 out of 128 seniors, or 
60% of the class, registered. Attendance 
ranged from approximately 65-30, a notice- 
able drop taking place in January and 
February. 

In the second year a panel schedule was 
initiated consisting of the course chairman, 
the lecturer, and 2 students at each session. 
This was discontinued as students did not 
easily volunteer and it was felt unwise to 
delegate class participants. Two open sessions 
were included : the first, a student-organized 
panel discussion on Concepts of Morality, 
for which 3 class members were invited to 
present points of view, one man known for 
his conservative and religious orientation, 
one for his personal liberalism, and one 
middle-of-the-road popular married student 
with a keen sense of humor. It was a re- 
warding hour. The second, by student sug- 
gestion, was used to show 2 educational films 
dealing with sex education and marital ad- 
justment.* There was active discussion at 
the end of almost all sessions. 

The same evaluative questionnaire as used 
in 1953, with minor revisions, was circulated 
before the final 3 lectures in 1954. Forty 
students, 50%, replied. Approximately the 


“Human Growth” (E. C. Brown Trust Co., 
220 West Alder Street, Portland 4, Ore.) and 
“Who's Boss” (McGraw-Hill Co., Inc., 330 West 
4and Street, New York 36, N. Y.) Excellent new 
films on marriage and family relationships are pro- 
duced yearly and can be obtained through McGraw- 
Hill Co. or Coronet Films, Inc. A documentary 
film on marriage counseling also appears on CBS 
national networks in the series The Search. This 
film will be available, for use in Pennsylvania, 
through the Division of Family Study, Department 
of Psychiatry, University of Pennsylvania, 3828 
Locust Street, Philadelphia 4, Pa. 


TABLE 2 


Critical Reactions to Course Evaluation 1952-54 
er spar cunt 

“ class of class 

Items (N—51) (N— 40) 

Not sufficiently clinical 27 
Too theoretical 25 
10 

Was repetitious...... 20 
Lacked coordination......... 15 
3 

13 
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same estimates of attendance were made by 
the students both years; 68% and 66% 
stated they attended one-half the lectures or 
more. Our second performance of 1953 
yielded less negative reaction as to the course 
offering “nothing new” and “not pertinent.” 
At the same time “repetitiousness” (resulting 
from a variety of lecturers) was mentioned 
more frequently than in 1952. Many students 
indicated their desire to visit and attend case 
conferences at the Marriage Council. 

Interesting and informative answers were 
spelled out by students concerning the useful 
potentials of this course for their future 
medical practice. 

By a free discussion of sex, I became more willing 
to discuss it frankly and honestly myself. I learned 
what services are available for counseling . . . and 
how to approach problems that I might meet myself 
as a practitioner. I got to know some of the 
literature available on sex and marriage. 

In addition to the practical value to be gained 
I also felt that definite cultural value was afforded 
by attending the lectures. 


Several students pointed out that the lectures 
stimulated thinking and informal discussion 
(outside the classroom) which brought out 


new ideas: 


... Chiefly that no two couples can have their 
problems solved in one way but each problem is 
individual. 

Better understanding of need for anyone giving 
marriage counseling not to give advice. 


Other students reflected that a wider purpose 
had been served. 


The lectures presented a sampling of experienced 
opinion on a subject of considerable importance in 
medical practice which is ignored by the formal 
schedule and attended to only occasionally by the 
teaching faculty as a whole. 

Whether such a course should be compulsory is 
doubtful, but I feel that it has helped me better 
prepare myself to face and handle these social 
problems that will come up in practice. 


And finally one senior adds spontaneously : 


This has definitely been one of the more enjoyable 
courses in med school—and practical too. I feel 
that without such a course as this our medical 
education would not be complete. 


Registration the third year’ was 50 


* This third series was given the fall of 1954 
following the presentation of this paper, May 1954. 
Four students have signed for 6 weeks’ Orientation 
to Marriage Counseling the spring of 1955. 


students, an average of 30 attending. That 
there were fewer lecturers reduced duplica- 
tion and no formal evaluation was asked of 
the students. However, a few written state- 
ments and verbal comments again com- 
mended those discussions in which there was 
“emphasis on practical case material and 
methods available toward seeking solution of 
the problems presented.” 

Although there is not space to dwell upon 
the second elective, Orientation to Marriage 
Counseling, which consists of 6 weeks of 
supervised work at the Marriage Council 
center, we might mention that 7 seniors 
signed for this course in each of the first 2 
years.’ Ten of these 14 seniors continued, at 
the conclusion of their 6 weeks’ elective, to 
carry the case they had begun by volun- 
teering to see their clients at weekly evening 
clinics until reasonable conclusion of the 
counseling, in some instances as long as 8 
additional weeks. Enlightening statements 
were made by these men at the end of their 
6 weeks concerning both their understanding 
of what marriage counseling involves and 
their appreciation of the relation of their 
supervised experience to their medical work. 
We quote from one: 


The art of marriage counseling requires a different 
approach from that of the science of medicine, but 
it is an integral part of the art of medicine. Al- 
though much of medicine requires the objectivity of 
science, the importance of interpersonal relation- 
ships in the treatment of patients can not be mini- 
mized. Every patient has some problems (large 
and small), which may at some time be brought to 
the attention of the physician, isolated or in associa- 
tion with a medical problem. It is of great impor- 
tance to both the patient and the doctor that the 
physician be equipped to handle such a situation. 
Here the approach of the counselor, as an attentive, 
understanding and empathetic confidant, is an 
essential part of the physician's equipment. 

The effective physician is a product of his 
heredity and environment, the whole gamut of 
interpersonal relationships he has experienced and 
to which he has responded throughout his life time, 
as well as the technical training in medicine... . 
The practice of marriage counseling does much to 
reorient the physician in this lifelong experience 
and to integrate the scientific training into the 
evolution of the good physician. 
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CONCLUSIONS 


On the basis of a 3-year experiment, we 
believe that there is a body of scientific data 
on family attitudes and sexual behavior 
sufficiently developed for communication to 
medical students as part of the regular medi- 
cal curriculum and in supervised marriage 
counseling. Student response indicates inter- 
est and receptivity, which become correlated 
not only with the theory and practice of 
medicine, but also with the personal needs 
of the students, These electives make a contri- 
bution to the medical student’s vocabulary, to 
his concepts of the personality in social inter- 
actions, and to his grasp of many sympto- 
matic configurations expressive of the ten- 
sions of our times, particularly in the area of 
marriage. We plan in 1955 to focus the 
material more intensively on the senior medi- 
cal student who is about to emerge in his 
professional role, and, at appropriate oppor- 
tunities, to emphasize what he can do to be 
helpful to his patient. The experiment so far 
supports the suggestion that the medical 
curriculum may in time properly devise 


means for supervised participation of a ma- 
jority of senior students in the study and 
counseling of marital problems as they relate 
to the practice of medicine. 
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APPENDIX 
Famity Artirupes AND SexuAL BeHavior 


ELECTIVES FOR SENIORS, SCHOOL OF MEDICINE, 
UNIVERSITY OF PENNSYLVANIA 


Offered by Division of Family Study, Department 
of Psychiatry, Thursday, 5:15-6:15 P.M. 
Alumni Hall, Maloney Clinic 
Emily H. Mudd, Chairman 

1954 

Sept. 16—I. Problems in Medical Practice Con- 
cerned with Sex and Marriage. Kenneth E. Appel, 
M.D., Professor & Chairman, Dept. of Psychiatry. 

Sept. 23—II. The Feelings and Bias of the Doctor. 
M. Royden Astley, M.D., Assistant Professor in 
Psychiatry. 

Sept. 30—III. Life Experiences in Relation to 
Marriage. Philip Q. Roche, M.D., Assistant Pro- 
fessor of Psychiatry. 

Oct. 7—-IV. Religion, Sex and ———— Catholic 
Point of View. S. H. Clemens, Ph. D., Associate 
Professor of Sociology, The Catholic University of 
America, Washington, D. C. 

Oct. 14—V. Religion, Sex and Marriage, Protes- 
tant and Jewish Points of View. Edwin E. Aubrey, 
B. D., Ph. D., Professor of Religious Thought, U. of 
P. Rabbi David H. Wice, D. D., Rodeph Shalom 
Synagogue, Philadelphia. 

Oct. 21—VI. Premarital Adjustments. 1: Medical 
Examination, Sex Education, Single and Joint 
Interviews. William L. Peltz, M.D., Assistant 
Professor of Psychiatry. 

Oct. 22—VII. The Meaning of Love. Philip Q. 
Roche, M. D. 

Nov. 4—VIIL. Student Panel. 

Nov. 11—IX. Premarital Adjustments. I]: Sexual 
Phobias, Unexpected Pregnancy, Acute Anxiety. 
Emily H. Mudd, Ph. D., Assistant Professor of 
Family Study in Psychiatry. 

Nov. 18—X. Marital Adjustment. 1: Sexual Ad- 
justment as Seen by the Obstetrician and Gynecol- 
ogist. Paul O. Klingensmith, M.D., Associate 
Professor of Obstetrics and Genecology. 

Nov. 22 (Instead of Nov. 25—Thanksgiving )— 
XI. Marital Adjustment. I]; Problems in Marriage, 
Including Impotence and Frigidity. William L. 
Peltz, M. D. 

Dec. 2—XII. Separation and Divorce. Emily H. 
Mudd, Ph. D. 

Dec, 9—XIII. Fidelity and Infidelity. H. Royden 
Astley, M. D. 

Dec, 16—XIV, Summary and Critical Evaluation. 
Kenneth E. Appel, M.D. 
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DIFFERENTIATION BETWEEN ANXIETY AND DEPRESSION BY THE 
PHOTICALLY ACTIVATED ELECTROENCEPHALOGRAM *:? 


CHARLES SHAGASS, M.D.,2 Monrtreat, Canapa 


It has long been known that changes in 
emotional state may modify the EEG pattern, 
e.g., by blocking the occipital alpha rhythm, 
and this undoubtedly led to hopes that char- 
acteristic EEG patterns would be demon- 
strable for specific emotional states. Such 
hopes have so far not been fulfilled by 
standard methods of EEG study. Indeed, the 
resting EEG’s of patients with presumably 
similar emotional disorders, e.g., chronic 
anxiety states, may be markedly different. 

As a logical next step in investigation of 
this problem, several workers have suggested 
the study of individual differences in EEG 
reactions to various types of stimulation. 
Among available modalities, intermittent 
photic stimulation has proved particularly 
interesting(6). Photic stimulation has the 
advantages of being relatively easy to ma- 
nipulate for experimental purposes, while at 
the same time producing characteristic EEG 
responses which are amenable to measure- 
ment. Certain flicker rates will elicit, in the 
EEG, rhythmic activity at the flicker fre- 
quency; this is called “photic driving.” 
Furthermore, stimulation may in itself in- 
duce emotional reactions and Walter and 
Walter(8) have made observations which 
suggest that change in mood may be reflected 
by an alteration of susceptibility of the brain 
pattern to influence by the light stimulus. 
Recently, Ulett and his co-workers(7) 
carried out a quantitative study of photic 
stimulation, employing automatic frequency 
analysis. They demonstrated significant cor- 
relations between clinically assessed anxiety 
proneness and the extent to which the EEG 
response to photic stimulation contained 
activity at harmonics of the stimulating 
frequency. 

The present investigation is a preliminary 


1 Read at the r1oth annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo. May 
3-7, 1954. 

2 This research was supported by a grant from the 
Department of National Health and Welfare, 


* Allan Memorial Institute of Psychiatry and 
McGill University Montreal, Que. 


one, designed to test the validity of the 
hypothesis that different emotional states are 
characterized by quantitative differences in 
the photically activated EEG. It was con- 
sidered that, if relatively gross effects of 
photic stimulation could differentiate be- 
tween clinically distinguishable conditions like 
anxiety and depression, this would justify 
detailed intensive study by this experimental 
approach, 


METHODS 


EEG’s were taken with a Grass Model 
III-C instrument. Bentonite paste leads were 
used. The light source was a strobotron- 
type flash tube (GE FT 110) activated by a 
1,000 volt charge in a 1 microfarad con- 
denser. The light was placed 4 to 5 inches 
from the eyes and the subject kept the eyes 
closed during stimulation, In the test there 
were 2 sequences of stimulation with each 
flash rate, each sequence lasting 10 to 15 sec. 
Frequencies of stimulation were 10 and 15 
flashes per sec. Additional sequences at 6, 
8, and 18 per sec. were included for the non- 
patient control group. 

The subjects were 134 psychiatric patients 
and 29 nonpatient controls. In the patient 
group there were 63 men and 71 women, 
ranging in age from 17 to 72 (median age, 
36.3 years). The control group was drawn 
from hospital medical and secretarial staff ; 
it included 13 men and 16 women, ranging 
in age from 18 to 45 (median age, 26,2 
years). Patients were selected from a group 
of about 400 consecutive admissions which 
had formed the experimental population for 
a study of photomyoclonic responses(5). 
The criteria for selection of patients were as 
follows: (1) EEG not grossly abnormal ; 
(2) absence of photomyoclonic response ; 
(3) no history of seizures, alcoholism, or 
excessive drug intake; (4) no history of 
previous ECT or insulin coma therapy ; (5) 
adequate case history evidence to permit 2 
psychiatrists to agree on a definite clinical 
classification. Classification of cases was 
made without knowledge of physiological 
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results. Because of small numbers in other 
categories, the sample of 134 patients de- 
scribed here was restricted to the following 
5 groups: (1) 31 anxiety states, including 
anxiety hysteria (median age, 35.6 years) ; 
(2) 30 psychoneurotics presenting a mixture 
of anxiety and depression—this group will 
be referred to as “neurotic depressions” 
(median age, 35.8 years); (3) 38 depres- 
sions, including manic-depressive, involu- 
tional, and reactive depressions with retarda- 
tion (median age, 54.2 years); (4) 29 
paranoid schizophrenias (median age, 27.5 
years) ; (5) 6 simple schizophrenias (median 
age, 25.0 years). Sex distributions of the 
patient groups are included in Table 1. 

The method used for quantifying the photic 
driving responses is illustrated in Fig. 1, 
which also shows 3 different quantitative 
patterns of response. The top record in Fig. 
1 shows good driving at 10 and poor driving 
at 15 f.p.s.; the middle record shows high 
voltage driving at both frequencies; while 
the bottom record shows better driving at 
15 than at 10 f.p.s. The arrows designate the 
consecutive 2-sec. strips which contain the 
maximum voltage driving response. These 
samples, containing maximum voltage, were 
measured by an additive ruler which gives 


10 fps. 


R. PAR.-OCC. 


we 


precise results(4). The amplitudes of only 
those waves at the stimulating frequency 
were measured. Samples were taken only 
from the right parieto-occipital tracings for 
the second stimulation sequence at each fre- 
quency. The total amplitude for 2 sec. was 
converted to microvolts and divided by the 
number of flashes in the sample period to 
yield a mean amplitude. The numbers under 
the samples represent the mean amplitudes 
at 15 and 10 f.p.s. In addition to the ampli- 
tudes, the ratio between them was determined. 


RESULTS 


The amplitude of the driving effect was 
generally greater in female than in male 
subjects. Figure 2 shows that this was true 
for controls as well as for patients. The 
difference held not only for 10 and 15 f.p.s., 
but also for 6, 8, and 18 f.p.s. in the controls. 
Separate treatment of the results for each 
sex was necessary because of this sex 
difference. 

Table 1 shows for each group the mean 
driving amplitude at 10 and 15 f.p.s. and the 
ratio between them. The statistical signifi- 
cance of differences between groups was de- 
termined by applying the chi square test or 


1S f.p.s. 


Sfps/lOfps = 78/288" 0.27 
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ISf.ps/l0 37.0/42.2.= 0:88 
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I7.5/113 = 1.55 
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Fic. 1.—Photic driving at 10 and 15 f.p.s. in 3 subjects. Right parieto-occipital leads. Arrows designate 


samples of maximal driving response selected for 


measurement. Numerical values in microvolts per flash. 
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CONTROLS PATIENTS 


FEMALES 
MALES 


MEDIAN AMPLITUDE (ur) 


STIMULUS FREQUENCY PER SECOND 

Fic. 2.—Median photic driving response ampli- 
tudes at different frequencies. Response is greater 
in females, but response curves are similar for both 
sexes, 


the critical ratio. The mean ratio of 15 to 
10 f.p.s. for each group was based on indi- 
vidual ratios and for this reason there are 
discrepancies between the calculated mean 
ratios for the group and what might be 
expected from comparison of the group 
means shown in Table 1 for 15 and 10 f.p.s. 

At to f.p.s. the female neurotic depressions 
had a significantly greater response than any 
other female group except the paranoid 
schizophrenics. At 15 f.p.s., the outstanding 
finding was the high voltage response of the 
female anxiety group, which was significantly 
greater than that of any other female group 
except the paranoid schizophrenics. 

The most interesting results were obtained 
with the 15:10 ratio in the female group. 
There appeared to be a gradient running 
from a maximum ratio in the anxiety group 
to a minimum one in the depressive group 
with the controls and neurotic depressions 
in between. This gradient was highly sig- 
nificant statistically. A similar relationship 
was present among the male subjects, but 


Mean AMPLITUDES 


or Puoric Drivine 
TABLE 1 


FEMALE SUBJECTS 


RESPONSE a 
Ratio es 
<0s0 
060-089 
PERCENT CASES 


Fic. 3.—Percentage distributions of response 
ratios for female anxiety state, control, and de- 
pression groups. 


was not statistically significant, a result prob- 
ably influenced by the fact that there were 
only 8 male patients with anxiety states. 
The mean ratios in paranoid schizophrenics 
were almost identical with those of control 
subjects of the same sex. The small, all-male 
group of simple schizophrenias had the lowest 
mean ratio of all, significantly lower than that 
of the male paranoid schizophrenics. 

Figure 3 compares the percentage distribu- 
tions of 15:10 ratios in the female anxiety, 
control, and depression groups. The division 
points were chosen to divide the entire group 
into 3 equal parts. Note that over 60% of 
the anxiety cases fell into the upper range, 
that a similar proportion of control subjects 
fell into the middle range, and that nearly 
3 quarters of the depressions fell into the 
lower range. These data clearly show that, 
for female subjects at least the relative 
driving response at 15 f.p.s. as compared with 
10 f.p.s. provided a significant differentiation 
between anxiety and depression. The fact 
that the nonpatient control group was inter- 
mediate between anxiety and depression re- 
inforces this conclusion. 

It should be mentioned that response ratios 
for the left parieto-occipital area were de- 
termined for the anxiety and depression 


Neurotic depressions...... 


Depressions ...........+. 16 23.3 15.1 
Paranoid schizophrenia... . 
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No. 10 15 Ratio No, 10 15 Ratio ee 

Subject Group cases f.p.s. f.p.s. 1g§:10 cases f.p.s. f.p.s. 
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groups. These yielded the same group differ- 
ences as the data from the right side, indi- 
cating that the results were the same for 
both hemispheres. 

Since Ostow(3) found that quality of 
photic driving was related to background 
frequency and to age, statistical analysis was 
carried out to determine the influence of 
these factors on present results. 

The influence of occipital alpha frequency 
was explored in 2 ways. First, the mean 
alpha frequencies of the various groups were 
compared. These comparisons yielded no 
significant differences. Next, the correlations 
between alpha frequency and driving re- 
sponse were determined. These correlations 
were not significant for the 10 and 15 f.p.s. 
amplitudes individually. However, there was 
a slight, but statistically significant (r—o.23) 
correlation between the 15:10 ratio and alpha 
frequency for the entire patient group. Since 
this correlation indicates that a high ratio 
tends to coincide with faster alpha rates, and 
since the alpha rate of anxiety group was no 
faster than that of other groups, the relation- 
ship between emotional state and response 
ratio could hardly be attributed to alpha 
frequency, 

The product-moment correlations between 
age and the various response indices were 
determined. The only significant coefficient 
was one of —0.32 between response ratio 
and age for the entire female patient group. 
Since the depression group was considerably 
older than any other, and since the response 
ratio differentiated anxiety states from de- 
pressions, this age correlation might have 
been determined solely by the diagnostic dif- 
ferentiation. Furthermore, the fact that the 
correlations between age and response ratio 
within the individual patient and control 
groups were negligible suggests that the in- 
fluence of age was unimportant, although it 
cannot be completely ruled out. However, 
if there were an age factor, it would raise 
the interesting question of age-related brain 
mechanisms governing emotional responses. 
Such mechanisms may determine the pre- 
ponderance of depressive reactions in the 
older age groups as compared with more fre- 
quent anxiety reactions in the younger ones. 

The results of the male groups were similar 
to those of the females, but did not attain 


statistical significance. This was probably 
due in part to smaller numbers. However, 
a more important factor may have been the 
reaction of male patients to hospitalization. 
This usually means removal from a stressful 
environment, particularly for men with 
anxiety states who have been attempting to 
carry on their usual lives prior to breakdown. 
With admission there may be considerable 
relief from anxiety This speculation implies 
that the driving response ratio may be labile. 
Evidence that this is probably so comes from 
observation of fluctuations during single tests 
and from serial studies of the same subject 
at different times. 

Figure 4 shows the results of serial tests 
on one control subject. 


The subject was a research physician being psycho- 
analyzed, and particularly well able to describe 
his emotional state. He had a high response ratio 
of 1.07 in the first test (which is included in the 
control statistics). Upon inquiry it was found that 
he was feeling particularly anxious that day, fol- 
lowing a stressful interview with an important 
superior, in which he had felt his security 
threatened. Arrangements were made for him to 
have repeat tests when his emotional state was 
different. On November 16 he reported that he 
felt well relaxed after a pleasant week-end. The 
response to 15 f.p.s. was then 6.9 microvolts, about 
half that in the previous test. On December 1, 
the subject returned to work after suffering an 
attack of German measles. He felt depressed. A 
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Fic. 4.—Photic driving at 10 and 15 f.p.s. on § 
separate occasions in a control subject. 
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test on that day showed further decrease of the 
response to 15 f.p.s. On December 16, the subject 
described himself as euphoric; he had become en- 
gaged to be married the previous evening. How- 
ever, during preparations for the test, there were 
some technical delays which he thought might 
make him late for an appointment and he became 
very annoyed. The response at 15 f.p.s. was 10.9 
microvolts on this occasion, still not up to his own 
level when anxious. More surprising, however, 
was the response to 10 f.p.s. which was twice as 
great as that in any other test. In the final test, the 
subject had returned from a vacation and felt re- 
laxed; his response to 10 f.p.s. was again at base- 
line level, while the response to 15 f.p.s. was similar 
to his previous relaxed level. 


These results of longitudinal study in an 
individual indicate that the quantitative re- 
sponse to photic stimulation will fluctuate 
in relation to mood and emotional state. The 
evidence supports Walter and Walter’s(8) 
conclusions along these lines, although they 
worked with a different parameter of re- 
sponse, namely harmonic activity. It is not 
unreasonable to suppose that the significant 
results with female patients obtained in the 
present study were a probable outcome of 
relatively little fluctuation in the emotional 
state one would expect from the diagnosis, 


e.g., anxiety in patients diagnosed anxiety 
state. In this connection, it should be men- 
tioned that tests were performed shortly 
after admission to hospital. 


DISCUSSION 


Present results support the hypothesis that 
different emotional states are characterized 
by quantitative differences in the photically 
activated EEG. The preliminary nature of 
the present study must be emphasized. EEG 
data subjected to quantification comprised 
only the most elementary aspects of response. 
Only 2 flicker frequencies were studied and 
the entire question of harmonic responses 
was left out of consideration. On the clinical 
side, the data were of case-history type ; there 
was no examination of the patient at time 
of testing, a procedure which is obviously 
indicated by the results of longitudinal study 
of one subject. Nevertheless, with all of 
these methodological shortcomings, signifi- 
cant correlations were demonstrated. The 
results seem to justify further detailed in- 
vestigations with more refined methods. 

The greater amplitudes of photic driving 


among females are paralleled by a signifi- 
cantly higher incidence of photomyoclonic 
responses in women(5). This may be related 
to hormonal factors, since Lin, Greenblatt, 
and Solomon(2) have shown that epilepti- 
form EEG responses to photic activation may 
vary with the menstrual cycle. It may be 
that careful longitudinal studies of women 
will reveal some relation of cerebral excit- 
ability, as expressed in photic driving, to 
the menstrual cycle and associated mood 
changes 

The results for paranoid schizophrenics 
were similar to those of control subjects. 
Elucidation of the significance of this finding 
will require clinical study of the patients’ 
emotional state at times of testing. However, 
the difference between paranoid and simple 
schizophrenia falls in the direction expected 
from the clinical pictures. Paranoid schizo- 
phrenics are more often anxious; simple 
schizophrenics are sometimes difficult to 
distinguish from depressions. 

The relative significance of anxiety and 
depression in determining the 15:10 re- 
sponse ratio is a matter of conjecture and 
requires further study. However, the fact 
that the group of patients with a mixture of 
anxiety and depression were more like the 
depressions than the anxiety states suggests 
that, where a significant degree of depression 
is present, it may become the predominant 
factor influencing the response. 

In recent studies of sedation tolerance it 
has been possible to derive an objectively 
determined sedation threshold value, which 
correlates well with clinically assessed degree 
of anxiety(4). The threshold is highest in 
the most anxious patients. Somewhat sur- 
prisingly, the sedation threshold has so far 
been found to be low in psychotic depressives, 
even those who appear tense and agitated. 
This finding suggests that different neural 
mechanisms may mediate the manifestations 
of tension in anxiety and depression. Present 
results with photic driving similarly suggest 
that the states of anxiety and depression in- 
volve differences in cerebral excitability. 

The clinical applicability of present results 
is questionable. Since a normal subject may 
yield responses in the anxiety or depressive 
range, depending on transitory feeling states, 
the photic EEG would seem of limited value 
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in psychiatric differential diagnosis. How- 
ever, future research along these lines may 
yield findings more specific for pathological 
emotional states and therefore of greater 
diagnostic utility. More important perhaps 
are the possibilities which such correlations 
would provide for applying to psychistric 
problems results obtained by neurophsio- 
logical experiments on animals. For ex- 
ample, there has been considerable basic 
research on mechanisms of photic activation 
(1), which, once clinical correlations were 
established, could be brought to bear on the 
question of brain mechanisms in emotional 
states, 


SuMMARY 


1. To determine whether the EEG re- 
sponse to intermittent photic stimulation was 
quantitatively different in different emotional 
states, 134 psychiatric patients and 29 control 
subjects were studied. The amount of photic 
driving at flash rates of 10 and 15 per sec. 
was measured and the 15: 10 response ratio 
determined. 

2. There were significant differences in 
driving response between the sexes, females 


showing a greater response at all frequencies. 


3. Response ratios were significantly 
higher in anxiety states than in depressions, 
with control subjects and paranoid schizo- 
phrenics intermediate. 

4. Serial studies in a control subject 
showed that the driving response was labile 


and fluctuated in relation to feeling state. The 
direction of these fluctuations was as ex- 
pected from the group differences demon- 
strated between anxiety and depression. 

5. Results supported the hypothesis that 
the photically activated EEG is quantitatively 
different in different emotional states and that 
further research along present lines is 
indicated. 
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PLAY AND NEUROSES OF CHILDREN 
F. SCHNEERSOHN, M.D.,* Tet Aviv, 


HOME NEUROSIS AND SCHOOL NEUROSIS 


In treating neurotic children we frequently 
meet with a phenomenon which has, me- 
thodically speaking, a certain analogy with 
the specific phenomenon of blood transfusion. 
For a long time it was not understood why 
blood transfusions in like cases occasionally 
produced unlike results. Only in recent 
years was it learned that the blood of humans 
is not uniform and that there exist distinct 
blood groups. A blood transfusion conse- 
quently can be successful only when the 
group to which the transfused blood belongs 
is the same as that of the patient’s blood. 
A similar phenomenon presents itself in the 
treatment of neuroses. The treatment of 
similar neuroses in a series of cases, we 
found, gave dissimilar results. Our investi- 
gations led us to the conclusion that a specific 
neurosis may exhibit varying characteristics 
depending on the subject, that its character- 
istics are determined by the social environ- 
ment in which the neurosis occurs. We 
recognize 5 different forms of child neuroses 
which we shall later describe at length. 
These are Home Neurosis, Loneliness Neu- 
rosis, School Neurosis, Street Neurosis, and 
Stranger Neurosis (in relation to the com- 
pany of adults). For the sake of convenience 
we shall designate these 5 forms by the 
letters A, O, B, C, and D, respectively. 

A similar differentiation can be observed 
also in the neuroses of adults. Some hysteri- 
cal and neurasthenic persons, for example, 
are in their home circle intolerable but keep 
themselves under control the moment they 
leave it and come in contact with strangers. 
At home they are unconstrained or una- 
shamed and therefore give full rein to their 
nervous irritability. In addition to lack of 
constraint in the family circle, special factors 
may aggravate the nervous tension such as 
painful conflict, exasperating conditions, etc. 
In the company of strangers such persons 
endeavor, from either shame or fear, to con- 
ceal their failing. Apart from active self- 


1 Director, Mental Hygiene Clinic, Tel Aviv, 
Israel. 


control in the company of strangers, some 
factors may operate that tend to concentrate 
and discipline the nervous system, such as 
curiosity and interest in strangers, social 
ambition, interchange of views, etc. It is 
well known that many hysterical women who 
suffer severe attacks when at home are able 
to keep themselves entirely under control 
when in the company of strangers. Such 
repressed excitability, moreover, operates 
sometimes as barely repressed passion which 
makes the subject appear “interesting” and 
“original.” The following is a typical case: 

A middle-aged businessman suffered when at 
home from an “inner compulsion neurosis”—a dis- 
tressing lack of self-confidence which beset his 
every step. When dressing, he experienced an inner 
compulsion to check and recheck again and again 
to see that each article of his clothing was properly 
buttoned. At his office, however, and in general 
outside his home, he was able to control his impulses 
and behave normally. When his sister married, he 
was at first able to control himself in the presence 
of his newly acquired brother-in-law, but as the 
brother-in-law became more integrated into the 
family, the neurosis re-asserted itself. 


The foregoing may be summarized thus: 
The relationship between the neurosis and 
group-life is such that the neurosis asserts 
itself in the family circle and is subdued in 
the company of strangers. Such a neurosis 
is a “Home-Neurosis” (Neurosis “A’’). 
There are, however, neurasthenics whose 
relationship between their neurosis and their 
group-life is just the contrary. Such persons 
feel at ease and settled when at home, but 
in the company of strangers are easily put 
off balance, are jumpy, excitable, and easily 
alarmed. The family life of such persons is 
harmonious or at least such that it has a 
calming effect and gives them confidence 
and a feeling of security. Company in which 
they cannot participate fully remains for 
them an impregnable fortress that destroys 
their confidence and undermines their self- 
control. Such a neurosis is “Outside the 
Home Neurosis” (Neurosis “B’’). 

In the third form (“Night Neurosis” or 
“Loneliness Neurosis”) the patient is calm 
and self-controlled so long as he is in the 
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company of others—irrespective of whether 
they are members of his own family or 
strangers—and in the daytime, even if alone, 
so long as the sounds of the street reach him 
and contact with the world is possible should 
he desire it (potential social life). At night, 
however, if alone, he falls prey to fears. 
Gloomy thoughts, palpitation, pains, etc., rob 
him of his sleep. For such persons marriage 
is essential not only on sexual grounds but 
to dispel their loneliness. This type of neu- 
rosis is designated “Loneliness Neurosis” 
(Neurosis “O’’). 

Every neurosis can thus be classified ac- 
cording to the form of group life in which it 
appears, The fundamental characteristic of 
neuroses is that, as distinct from psychoses, 
they are influenced by the subject's social 
life. 

This fact is seen in an even more marked 
form in child neuroses where the relationship 
between group life and psychic health is 
clear. For many years while head of a mental 
hygienic clinic I was able to observe system- 
atically that teachers of children referred 
to the clinic frequently complained of a 
child’s “nervous indiscipline,” while the 
child’s parents testified that at home the child 
behaved normally. At other times the con- 
trary was the case. In view of such contra- 
diction between the statements of the parents 
and those of the teachers one wonders if 
one of the parties is either exaggerating or 
has overlooked material facts, but on closer 
investigation, one finds a material difference 
between the child’s behavior at school and 
his behavior at home, depending upon the 
extent to which the child succeeds or fails 
in finding a place for himself in the group life 
of the home or the school. Here we can 
clearly distinguish 2 different forms of child 
neurosis : home neurosis and school neurosis. 
Similarly one can observe in children the 
other above-mentioned forms of neurosis— 
those related to the street, adult company, 
loneliness, etc. 

The following brief description of cases 
will serve as examples: Many children and 
adults, who suffer from stuttering and similar 
speech defects, reveal their defect only in 
conversation with others, but not when 
talking to themselves, while others stutter 
when in company of strangers but never in 


the family circle (neurosis “B” or “D”). 
Still others stutter both in the presence of 
strangers and in the family circle, or only 
in the family circle (“Neurosis” “A”). 
However, most stutterers are able to control 
their speech only when soliloquising. 

The irritating effects of a specific social 
environment can be so great as to influence 
the child’s behavior when he is in another 
social group, for example the negative in- 
fluence of the home can affect the child in 
such a manner that he becomes neurotic in 
school as well. In the first group, however, 
not only the neurosis but its causative factors 
manifest themselves clearly, and the nervous- 
ness is most marked, for it is there in direct 
connection with the factors which provoke it. 

How does group life affect psychic health ? 
From the cases described below it will be 
seen that the connecting link between group 
life and neurosis is the play factor. Play is 
by its very nature collectivistic and is the 
most natural and dominating expression of 
group life in children. From his second or 
third year, when he becomes capable of 
speech, the child usually plays with other 
children. Even when a child plays alone 
a playmate is present in his imagination. A 
toy, any cherished object or mere phantasy 
takes the place of the absent playmate. Only 
in early infancy, before the development of 
speech, do children play alone. Prior to this 
their social feeling is undeveloped. If the 
child does not find his appropriate place in 
the group, his natural play instinct remains 
unsatisfied. Lack of play leads to boredom, 
to a feeling of emptiness, which is compen- 
sated by a neurosis. The disturbance of group 
relations exerts a direct influence on psychic 
health, as the natural play life of the child 
is disturbed. 

Irrespective of the value placed on play 
in the development of juvenile character, it 
is an incontrovertible biological fact that play, 
not only in humans but also in higher ani- 
mals, is a fundamental instinct, and any dis- 
turbance of this basic instinct is liable to 
have a serious effect on the balance of a 
child’s psycho-physical life. From the psy- 
chological point of view, play is universal in 
the sense that it embraces all facts of psychic 
life; not only the sensory and motor nervous 
system, not only the intellect and creative 
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imagination, but also the most profound emo- 
tions of the child. It is easy to understand 
how the lack of such a far-reaching and 
absorbing activity is bound to bring about 
a serious disturbance of development. 

This fact is seen more clearly when the 
“deficiency method” is used. Play is to the 
nervous system what vitamins are to the 
organism. It is interesting to recall that the 
importance of vitamins was recognized 
through the study of such deficiency diseases 
as scurvy. In a similar manner the vital 
importance of play may be recognized 
through observation of neurotic and similar 
disturbances arising through its lack. The 
expression “psychic vitamin” is no mere 
metaphor, but a formulation of the basic 
biological law that every life, physical or 
psychic, has need not only of “useful” work 
but of stimulating play as well. Play is for the 
child a most natural and spontaneous activity 
which both inculcates in him an enterprising 
spirit and joy of life and develops high 
psychic tension (tonus). While at play the 
child forgets all sorrow and pain and even 
conquers them. Without play there is no 
psychic tension ; the child becomes depressed 
and indolent ; he does not know what to do 
with himself. Antisocial or morbid tend- 
encies which he could normally subdue ap- 
pear, unrestrained. Driven by an inner urge 
the child now “exploits” such antisocial in- 
clinations in order to fill the intolerable 
vacuity of the unused time. He becomes 
irritable, resorts to onanism, or finds release 
in acts of refractory wantonness. It is not 
that a given tendency is “transformed” into 
another one. Rather the life-urge which has 
become “void” exploits one or another in- 
stinct according to the child’s disposition, 
upbringing, and situation. Each child has 
his individual need for play, varying with his 
age and character—his individual “play 
quotient.” Games played by 5-year-olds, for 
example, are of no interest to children of 9. 
The gentle games favored by little girls are 
boring to the fighting temperaments of 
boisterous boys.* 

The following are some typical cases: 


L, 94 years, a pupil of the third grade in an 
elementary school, I. Q. 102, came to the clinic, 


2See my article, “Sociability of Abnormal 
Children and Social and Child Psychology,” this 
Journal, Vol. 89, p. 1307, 1933. 


bringing a report from his teacher that during 
lessons the child was listless, absent-minded, and 
acted altogether as if he were not present, plucked 
leaves from his exercise books, tore off their 
covers, frequently got up and disturbed the class. 
During recess he did not take part in the games 
but remained apart, disinterested. Generally, when 
all the other children ran out to the recreation hall 
he remained in the class room with his younger 
brother. According to the child’s father, the boy’s 
behavior at home was normal, except that he 
sometimes wetted his bed. 

When the child entered the consulting room, he 
appeared listless and depressed. He answered 
questions slowly and in a low voice, but willingly 
and clearly. He did not want to play with the boys, 
he said, because they were “ruffians” and free with 
their fists. “I am afraid to join in their games 
for fear they will hit me. I see that I am weak for 
they hit me. If I were stronger they would be 
afraid of me.” 

Here is a definite case of school neurosis (neu- 
rosis “B”) expressive of the inhibiting effect of 
school life upon him. The feeling of physical weak- 
ness and his well-founded fear of stronger boys, 
who were in the habit of hitting him and against 
whom he was unable to defend himself, the bitter 
experience and the caution taught by it—all these 
forced the child to flee from the “ruffians.” As 
a consequence, he generally remained alone in the 
classroom, and the resultant solitude destroyed his 
natural play life. We see here clearly that the 
psychic tension of the child has been changed 
through lack of play. His natural joie de vivre lay 
buried. A lassitude overcame him which prevented 
him from taking the slightest interest either in his 
lessons or in recess. As no connection between the 
boy and his school was established, his parents had 
to force him to attend. His listlessness was re- 
flected in his careless posture. His weakened will- 
power was inadequate to control his bladder, and 
enuresis was sometimes the result. The play de- 
ficiency was compensated by undisciplined irritating 
habits, such as tearing pages from his exercise 
books and disturbance during lessons. 

The case just described permits the asser- 
tion that physical weakness in a child, like 
all other feelings of inferiority, leads to neu- 
rosis only if as a result thereof the child’s 
natural playlife is destroyed. 

If our diagnosis of school neurosis was 

correct, we argued, an appropriate change 
in the play facilities at the school should 
bring about a favorable change. 
We, therefore, had the child brought to us for 
further interview. “How would it be,” we asked, 
“if the teacher were to be present during the break 
to see that nobody hit you?” The child considered 
a moment and replied, ““Then I would not be afraid 
to play.” We thereupon called in the teacher and, 
in the child’s presence, explained the situation to 
her. She readily accepted our suggestion. 

A week later, L. came again to the clinic, bearing 
a note from the school with surprising news. On 
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the days following the child’s visit to the clinic, 
the teacher, as agreed between us, remained during 
the break in the recreation room and saw that L. 
was not molested. The child therefore felt secure, 
soon taking his proper place in the play group. The 
games captivated him more every day that he took 
part in them. On the third day he had already 
joincd the strongest boys in the roughest fighting 
games. Parallel with the boy’s increasing participa- 
tion in the games, his behavior in class underwent 
a radical change. He now did his lessons properly, 
did not interrupt, and was active and attentive 
during lessons. His appearance also changed: his 
posture became freer; he carried his head erect. 
Bedwetting occurred only on rare occasions; they 
represented characteristic reactions to each sub- 
sequent play disturbance. These occasional urina- 
tions usually occurred on the Sabbath, when the 
school was closed and when there was no one at 
home with whom he could play; and on one 
occasion when he received a box on the ear from 
a schoolmate and for that reason did not play on 
that day. 


This sensitivity to play disturbances, which 
is liable to cause a temporary return of the 
former symptoms, we designate as “Residual 
Play-Sensitiveness.” This happens in other 
cases too, some time after a cure. A wrist 
that has been sprained and restored to its 
proper position must be protected for some 
time to prevent a further sprain. Similar 
protection must be given to a neurotic child 
who, by suitable psychotherapy is redirected 
to normal play life; during the first months 
he must be treated with great care until the 
new play situation is stabilized, since any 
play disturbance is liable to bring back the 
former neurotic symptoms. 

Below is a highly interesting case of home 
neurosis (Neurosis “A’’), the treatment of 
which frequently took a dramatic course. 


M., 9 years old, a fifth-grade pupil in a private 
elementary school, had an I. Q. of 117. The 
father had called for his daughter at her school 
and on the way home had asked her to stop for a 
moment into the flat of an acquaintance of his. 
Immediately on entering my flat, the child realized 
that she was taken to a physician. She began to 
scream so hysterically that the neighbors in alarm, 
rushed in. Tumult reigned. The child had to be 
taken away. This scene had later on a special sig- 
nificance. 

The parents later described the child’s behavior 
at home in the following terms. M. was an unruly, 
wild, and aggressive child. She hit other children 
and even her mother; and yet in an almost sadistic 
way she loved her mother. She liked her mother 
to kiss her, but if her mother was disinclined, she 
would strike her, scream, and curse. Her mother 
used the rod on the child with such force that weals 
were raised on her back. Despite the fact that she 


chastised her daughter so severely the mother often 
kissed the child and spoilt her. 

Already in her first year M. was a difficult infant. 
She cried at night and was soothed by being taken 
to her mother’s bed. (Thus already at that early 
stage her parents gave in to her.) In her seventh 
year she commenced to attend school. She pro- 
gressed successfully each year to the next higher 
grade. At home she became more aggressive from 
day to day. 

The school report was in surprising con'rast to 
the evidence of the child’s behavior at home. The 
teachers and the headmistress were all agreed that 
M. was obedient and well-behaved: “She never 
quarrels with her schoolmates and is courteous in 
her relations with them. .. . In class she is quiet 
and well mannered.” 


We have here an extreme case of Home 
Neurosis (Neurosis “A”’), not only because 
M.’s hysterically aggressive symptoms ap- 
peared only at home, but because it was the 
home factors that induced the symptoms. 
The child’s neurotic disposition, noticeable 
in her first year, was aggravated by the vac- 
cillating conduct of her mother. M. was 
actually highly gifted (1.0. 117) and was 
energetic. In conformity with her tempera- 
ment she had a high play-quotient. She did 
her homework so rapidly that she had a 
good deal of spare time. In default of normal 
play to absorb her energies there took place 
the hysterically dramatic scenes between her 
and her mother. 

Between mother and daughter there de- 
veloped that aggressive, tender hate-love 
relationship which is common in tempera- 
mental persons who are attached to one 
another and live together. We have given 
this relationship the name “Strindberg Com- 
plex.” In his play, Dance of the Dead, 
Strindberg described such a relationship 
between a married couple who quarrelled 
bitterly but nevertheless could not bring 
themselves to separate. This phenomenon 
was experienced by Strindberg in his own 
life, as is revealed in the playwright’s bi- 
ography. 

A man’s romantic adoration for his be- 
loved, while she is as yet unfamiliar—before 
he has won her—is frequently transformed 
after marriage into a severe hate-love 
struggle between the pair who are now 
familiar with one another. When 2 tempera- 
mental persons live close together 2 opposite 
states of mind develop in them. It happens 
that a person becomes attached to a member 
of his family, while at the same time the 
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latter, because of the very closeness of their 
relationship, begins to bore him—just as a 
daily repeated occurrence tends to become 
monotonous and a source of ennui. The 
more emotional the man, the greater his need 
for play—the higher his play quotient that 
arouses in him interest in the new, the un- 
known, the strange. When a quarrelling 
couple separate, they sometimes begin to long 
for one another. And if they subsequently 
come together again, in the first days of their 
reconciliation they appear to each other in 
a new light; the partner who had formerly 
bored, suddenly appears novel and interest- 
ing. The joy of meeting again one’s mate 
after a long separation is frequently a renew- 
ing, stimulating play-element in married life 
that had become tedious. A similar result 
often follows a tragic happening such as 
illness or accident or a joyous event such as 
the birth of a longed-for child. Periodical 
separation of married couples, by introducing 
stimulating play-elements into a monotonous 
existence that is becoming dangerous, can 
thus be of vital innportance for the psychic 
hygiene of married life, 

The Strindberg complex can thus be de- 
fined in the following terms: play deficiency 
or ennui which is evinced in persons who are 
constantly in each other’s company is com- 
pensated involuntarily by aggressive hate- 
love conflicts that disappear in the presence of 
stimulating play elements. 


GROUP DIFFUSION AND GROUP CHANGE 


If a child neurosis is connected with a 
specific social group and is conquerable in 
another group, the question arises whether 
it is possible to bring about the diffusion of 
the 2 groups. 

Adults, too, make in their private lives 
attempts at group diffusion. Timid or re- 
served individuals, who feel at ease only in 
their homes, enter strange company pref- 
erably when accompanied by a relative or 
close acquaintance or when such a person 
is known by them to have been invited. They 
seek something that will make the strange 
environment like home. On the other hand, 
a family man, for whom homelife has become 
monotonous, usually experiences delight on 
the arrival of a stranger, a guest, in their 
home to enliven the monotonous daily rou- 
tine. 


In children the decisive social groups are 
normally the “home group” and the “school 
group.” In the case of M.’s home neurosis, 
which we described in the foregoing pages, 
we endeavored systematically to mitigate the 
irritating environment by means of the ap- 
propriate school elements. From this ex- 
periment highly interesting results emerged : 


Over a year after the previously described visit, 
M.’s parents came again to seek advice. The child's 
behavior had not altered. Her aggressiveness at 
home was still intolerable while at school she was 
diligent, well behaved, and obedient. She could 
not be persuaded to come to the clinic of her own 
free will. It was clear that since her visit the 
previous year I had become associated in her mind 
with the family and consequently was one to be 
feared. In order to make contact with the child, 
I took steps to disassociate myself from the family 
group and substitute an association with the school 
group. This was accomplished in the following 
manner. 

On March 23, accompanied by my assistant Mrs. 
S., I visited the school which was attended by M. 
The headmistress took us into M.’s class in gym- 
nastics. The instructress who was very popular 
with the girls, treated us with marked attention. 
This raised our prestige with the girls, who watched 
us closely. M. apparently recognized me, for, as I 
afterwards learned, she appeared to avoid looking 
at me, except for occasional furtive side glances. 
The exercises were executed by her composedly 
and precisely. Between the exercises, however, she 
held her finger in her mouth, apparently owing to 
the embarassment caused by my presence. Sub- 
sequently I was present when the class had other 
lessons. 

Her father informed me that on her return home 
on that day, M.’s behavior was better. When he 
asked her whether the school inspector had visited 
her class, M. answered half-jokingly, “Today the 
professor suddenly came to the class with a lady.” 
The effect of my first visit to the school was thus 
that the child rearranged me, so to speak, in the 
school group. Her hysterical fear of me gave way 
to a calmer, but still mistrustful, relationship. My 
visit to the school also exerted a positive influence 
on her home life. For the physician represented at 
first by her father, and now by the school, had be- 
come a connecting link between the two social 
groups and exerted on the one the disciplining in- 
fluence of the other. 

The visit to the school represented the first stage 
in the process of the change of association. Next, 
the gymnastics instructress, acting on my sug- 
gestion, informed the class that my assistant, Mrs. 
S., was collecting material on children’s games, and 
would like during the break to study the games 
played by the girls. The girls accepted the sug- 
gestion with alacrity and a date was fixed for the 
visit. 

On April 23 the girls played during the break 
for the benefit of Mrs. S. who made copious notes. 
During the first 2 games in which M. took the 
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lead she blushed, held her head down, and coughed 
slightly, and whenever she was free moved away. 
Her embarassment was provoked, it seemed, by the 
presence of Mrs. S. who had accompanied me on 
the first visit. However, in contrast to the conditions 
at home the child was at ease in the play group, 
of which she frequently acted as leader and in which 
she could satisfy undisturbed her desire for play. 
In the games the “shifting” process—associating 
my representative with the life of the school—was 
continued. 

The children were extremely pleased that their 
games were being observed and reported upon by 
Mrs. S. In their enthusiasm, which was shared by 
M., they invited S. to come again; but as little 
time at the school was available, it was agreed that 
Mrs. S. should come one afternoon to the home 
of one of the girls where the others would assemble. 
Mrs. S. arranged it that the girls met at M.’s home, 
thus bringing the school environment, as it were, 
into the home environment, At the same time 
Mrs. S., who in M.’s consciousness was my repre- 
sentative, made contact with M.’s home life. 

On April 26 Mrs. S. met the entire school group 
at M.'s house. M.’s mother wished them to use 
one of the largest rooms in the house. M. however 
insisted that they go up to an isolated room at the 
top of the house, As soon as they had entered the 
room, M., closed the door and every now and then 
ran to see that it remained closed, Once again it 
was Tonia who was the leader, Occasionally M. 
of her own accord took over the leadership. In 
the middle of the fourth game the following 
happened. As part of her role Tonia had to leave 
the room for a few minutes. M.’s mother seized 
the opportunity to give Tonia a plate of sweets for 
the children. When Tonia re-entered the room the 
surprised children burst into a loud hurrali. M. 
however was confounded and covered her face with 
her hands. Her attempt to separate the school 
group from the home environment keeping the girls 
in a closed room had failed. Her mother’s hos- 
pitability was at the same time a penetration of the 
school group by the home group. The characteristic 
manner in which M. covered her face with her 
hands, showed how greatly she was ill at ease at 
home.. During the subsequent games she stopped 
looking to see whether the door was closed, and it 
frequently remained open. 

The following morning M. arose, her mother 
reported, as if reborn, being cool and tranquil as 
she had never been before. Usually before leaving 
home she made scenes; this time nothing of the 
sort occurred, On her return from school at noon 
her conduct was disciplined; she behaved quietly 
and avoided the usual conflicts at table. The effect 
of the experience of the previous day which had 
carried the disciplinary influence of the school en- 
vironment into the home was clearly discernible. 

At a later date the gymnastics instructress, on 
my suggestion proposed that the class should go to 
my clinic to have aptitude tests. She pointed out 
how interesting and useful such tests were. One 
afternoon soon afterward (May 3) M. and Tonia 
appeared at the clinic. Thus was completed a proc- 
ess which commenced with the hysterical fear re- 


action during the first visit a year previously which 
lasted up to this voluntary visit. The process was 
that of “change of direction” or “transfer,” in which 
the association of the previous year with the Home 
Group was gradually transferred to the School 
Group. The foregoing may be summarized thus: 
The irritating home (or school) atmosphere may 
be beneficially influenced by the method described. 

From our account several conclusions can 
be drawn. (1) The clinic can serve as a 
connecting link or diffusing agent. (2) The 
periodic holding of group games in the 
home can exert a favorable influence. (3) 
Into the irritating environment there must 
be systematically introduced stimulating play 
elements—new attractions—calculated to fill, 
in a creative manner, the pathological play 
deficiencies arising from the particular en- 
vironment. In severe cases such as M.’s 
where the Strindberg complex is deeply 
rooted, one has to resort to more drastic 
measures, i.¢., the child must be removed 
for some time from the painful environment. 
We have already shown how a similar sep- 
aration may influence the Strindberg 
complex. 

SUMMARY 


The neuroses, mainly child neuroses, are 
caused by a deficiency of the normal group 
play, in order to fill the unbearable “empti- 
ness” of the ennui. The neurosis, then, is 
not a genuine organic disease, but a psycho- 
genic or “acted one.” In short the neurosis 
is a primitive compulsion play, which re- 
places the missing free group play. The 
treatment of the child neurosis consists of 
3 stages: 

1. We must make clear to the child (in 
the language of his age) and to the educator 
the dynamic connection between the symp- 
toms and the empirically established play 
deficiency, in order to eliminate the in- 
hibitory and misleading disease consciousness 
(liberation moment). 

2. Next we have to organize systematic- 
ally the life of the child according to his 
individual play urge, in order to get rid of 
the sickening play deficiency (“scheduling 
the day” moment). 

3. Having effected the cure, it is necessary 
to supervise the child for some time by 
means of periodic checkups, in order to pre- 
vent possible relapse which might result from 
“residual play sensitiveness” (“weaning” 
moment). 
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Progress in psychiatry is handicapped by a 
deplorable lack of personnel and facilities for 
mental health programs, research, treatment, 
training, and education. Improvement of 
the situation requires funds and planning. 
The American Psychiatric Association and 
other organizations interested in mental 


1Read at the 110th annual meeting of The 
American Psychiatric Association, St. Louis, Mo., 
May 3-7, 1954. 


health have obligations to educate the public 
and stimulate interest and activity in their 
respective areas. 

Part of our nation’s indifference can be 
attributed to lack of knowledge. The psy- 
chiatrist needs ready access to up-to-date 
facts and figures to present to the public so 
that it may more vividly appreciate the situa- 
tion and develop constructive plans. To these 
ends the accompanying tables are made 
available. 


TABLE 1 


MoveMENT oF Mentat Hosritat Porutation, 1950(1) 


Number of institutions 
All patients on books during year 
Patients on books at beginning of year.. 
In hospital i 
In family care 
Other extramural care 
Admissions during year 
1st admissions 
Readmissions 


Deaths 


* Thirty-three are veteran's hospitals. 


TABLE 2 


Tue Extent or Soctar Ittnwess 1n tHE UNITED 
Srates (2) 


Problem drinkers 

Severe chronic alcoholics 
Narcotic addicts 

Serious crimes 

Children in Juvenile Court 
Divorces per year 


Nonfederal Psychiatric 
public Federal unitsin Institutions 
mental mental Private general for mentally 
hospitals hospitals hospitals hospitals deficient 


322 35* 228 153 226 
745,408 100,632 78,011 138,526 164,251 
583,386 60,541 15,322 6,603 149,038 
501,154 54,322 13,906 6,603 131,040 

3,005 1,071 


78,667 6,219 
152,286 49,001 62,136 131,023 13,722 


114,054 41,203 108,116 12,326 
38,232 eee 20,843 23,807 1,396 
135,483 49,129 60,575 93,335 10,290 
42,411 2,582 2,491 2,965 2,961 


TABLE 3 
Cost or Menta ILLNESS 


The annual cost of mental illness to 
State Governments (2) 
Maintenance 
Capital costs 
Other mental health services 


Annual cost of mental illness to the 
Federal Government 
Veterans with Psychiatric Disa- 
bility 
Psychiatric Pensions 


964 
1,236,788 
814,890 
707,025 
4,636 
103,229 
409,158 
255,789 
84,278 
Separations in 348,811 
53,410 
* 
4 
150,000,000 
900,000 
$560,0C0,000 
ACCIEMS 350/000 $128,000,000 
420,000,000 
Lost income tax..............++ 50,000,000 a 
$598,000,000 
53 
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TABLE 4 


Costs or Menta ILtnesses Comparep wiTtH 
Orner Feverar Expenvirures (2, 4) 


Education (Federal ) 

Social security 

Care of psychiatric veterans 

Care in State mental institutions. .. 


TABLE 5 


Tue TreapMity or Exrenpirures ror CusTopiaL 


Government expenditures in 1952 for 
care of mental patients 
Necessary expenditures to bring hos- 
pitals up to standard now: 
For construction 
For annual operation 
Estimated needs if no more com- 
munity services are available: 
Custodial care patients accumulating 
in mental hospitals at yearly rate 
16,000 


If the mental hospitals were brought 
up to date now, by 1964 they would 
require at present rates: 

New bed construction 


2, 160,000,000 


1,350,000,000 
At APA standard 4,050,000,000 
(if there are no more com- 
munity services ) 


* Estimate computed by one author (A.E.S.). 


TABLE 6 

ComMPaARATIVE EXPENDITURES FoR RESEARCH 
Military 
Industrial 
Medical 
Federal Agriculture 
Mental Health 

* Estimate only. 


180,000,000( 4) 
105,000,000( 4) 


TABLE 7 


Nationa Consumer Exrenpirures ComMPARED 
Menta Heartn Researcu (4) 


Foreign travel 
Motion pictures 
Electric washers 
Jewelry 


TABLE 8 


Tue Neep ror PersonNeL IN MENTAL 
(3, 9) 


Required 
15,000 
59,000 
15,000 
15,000 

115,000 

8,000 


Psychologists 

Psychiatric social workers... 1,500 
Auxiliary nursing personnel.. 92 
Technical personnel 


TABLE 9 


Tue Youncstown Recetvinc Hosprrac 
EX 
State 
hospital 
2,414 
659 
50% 


676 
$ 638 
$1,181 


Admissions 

Discharged 

Average days hospitalization 
per patient 

Cost per bed per year 

Cost to treat a patient 
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PSYCHOTHERAPEUTIC USE OF ACTH IN PSYCHOSOMATIC 
DISEASE 
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During recent years, increasing attention | 


has been focussed upon the expanding use 
of ACTH and cortisone. It has become ap- 
parent that these are rather dynamic sub- 
stances operating within the framework of 
an equally exciting concept, the general adap- 
tation syndrome(11). A wide variety of re- 
ports have been written on the direct and 
indirect psychiatric effects of such therapy 
(4, 9, 15). Marked inconsistency of these 
effects is repeatedly noted. There does not 
appear to be any correlation between the 
severity or duration of mental symptoms 
and the total or average daily dose of these 
hormones, nor between the rapidity or extent 
of therapeutic response to ACTH and corti- 
sone and the occurrence of psychiatric 
complications(3). Such therapy must ap- 
parently then be individualized with each 
patient(6), rationale of treatment becoming 
of more importance than the minutiae of a 
classical “therapeutic dosage” approach. We 
feel this is of prime importance in the treat- 
ment of psychosomatic disease, wherein the 
patient and his symptom-expression must be 
dealt with as a Gestalt. 

Studies of psychosomatic disorders in psy- 
choses have given the impression that psy- 
chosomatic and psychotic disorders are not 
only frequently incompatible, but that each 
is to a great extent mutually effective’ in 
excluding the other(1, 14). Similarly, abrupt 
ablation or change of organ symptomatology 
by ACTH in severe or long-standing disease 
has been emphasized as a threat to the 
psychosomatic and neurotic equilibrium by 
Brody(2), and Glaser(5), Rome and Brace- 


1 Read at the 110th annual meeting of The 
American Psychiatric Association, St. Louis, Mo., 
May 3-7, 1954. 

2From The Langley Porter Clinic, California 
State Department of Mental Hygiene, and the De- 
partments of Psychiatry and Medicine of the 
University of California School of Medicine. 

8 Presently: 7505th U.S.A.F. Hospital, A.P.O. 
232, New York City. 


land(10). Macklin, Simon, and Crook(8) 
have felt that a similar mechanism is involved 
in the psychotic reactions they have observed 
in alcoholics treated with Antabuse. Thus, 
if ACTH is to be really useful in therapy, 
the patient’s psychological adjustment should 
be concomitantly considered and treated. We 
have seen the very method of ACTH usage 
(as a drug which can modify the patient's 
tolerance to stressful situations) become a 
keystone to the psychotherapeutic effort in a 
case of chronic ulcerative colitis. It is this 
methodology we should like to describe as a 
heretofore unreported concept for the 
realistic management of certain cases of psy- 
chosomatic disease. 


CASE REPORT 


Jean, a 30-year-old college graduate, housewife, 
and mother of 2 children, was transferred to a 
closed ward of The Langley Porter Clinic from the 
medical service of the University of California 
Hospital where she had been receiving ACTH for 
treatment of an exacerbation of chronic idiopathic 
ulcerative colitis. Severe colitis symptoms had 
evidently been precipitated by the birth of a son 
5 months prior to her hospitalization and had 
rapidly become worse. She had gradually become 
euphoric, hyperactive, and anxious, and finally 
overtly psychotic and out of contact upon transfer 
to the clinic. 

The patient was the youngest child of an upper- 
middle-class family, having lived the first 10 years 
of her life in the middle-west. Her only sibling, a 
brother, 2 years her senior, is an erratic artist. 

The patient’s mother is an egocentric, over- 
possessive, demanding, hysterical woman who has 
always been in competition with her children, for- 
ever thwarting their attempts at independence. 

Jean's father is a sporadically successful sales- 
man who hates to face reality and has frequently 
changed occupation. He is a perennial optimist, 
a likeable individual, warmly affectionate toward 
his children and usually gives in to mother’s whims. 

The patient’s husband is an attractive, intelligent, 
young man who is employed as an executive in his 
father’s advertising firm. The husband had at one 
time been very close to his mother. He has gradu- 
ally manifested a split of allegiance between his 
mother and the patient which has been a constant 
source of irritation and discord between all three. 
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Jean was born 2 months prematurely. She was 
reared on a strict routine, being fed and picked up 
at specified intervals. She felt that she had always 
been a passive, conforming, child, who was some- 
what unwanted and unloved. She felt very strongly 
that her mother preferred her brother. Although 
memories about toilet training are somewhat hazy, 
she remembers that great premium was always 
placed on the adequacy and material consistency of 
her bowel movements as a child. A good bowel 
movement was always a way of pleasing mother, 
especially when mother was usually so hard to 
please. A long series of housekeepers were involved 
in her rearing, mother seeming always to be busy 
or involved in other activities. 

Jean did well academically in both high school 
and college, although she made few friends. She 
met her husband during her senior year at college. 
He had just returned from military service to finish 
his collegiate work—“he was handsome, wealthy, 
and I thought my family would thoroughly approve 
of his superior social status.” She felt that in many 
ways her mother was envious of this marriage, 
which occurred immediately following graduation. 
Jean had had no sexual intercourse prior to mar- 
riage. Initially, she stated that their sexual rela- 
tions had been mutually satisfying. However, dur- 
ing the course of therapy, it became apparent that 
this was not so. 

A few mouths after her marriage, Jean had a 
tubal pregnancy. Following surgery, she returned 
to her mother’s home te recuperate and while there 


began to develop diarrhea. This was the onset of 
her ulcerative colitis. Such symptoms were to mark 
other hostile-dependency relationships in the future 


(including the therapeutic relationship). Since 
onset, she has had episodic attacks of severe diar- 
rhea associated occasionally with blood, mucus, and 
cramping pain. She had several exacerbations that 
required repeated hospitalization. Between hospi- 
talizations she saw a psychiatrist for 6 months who 
did not collaborate with her internist and whom 
she considered too authoritative and directive. One 
year after onset and hospitalization, she went into 
remission. 

A year later she became pregnant intentionally. 
She had only one attack of colitis during her 
pregnancy, giving birth to a normal female child 
at term. For 10 months postpartum she was com- 
pletely free of symptoms, following which she 
again became pregnant. This time, however, all 
through her pregnancy she suffered a great deal 
with the colitis symptoms, having up to 3c stools a 
day with severe cramps. Therapeutic abortion was 
considered at one time during this pregnancy. She 
finally delivered a male infant after which the 
colitis became progressively more severe, subse- 
quently resulting in the most recent hospital ad- 
mission. Her internist started her on ACTH. Im- 
provement was dramatic and she was complete! 
asymptomatic within 48 hours. Initially, she be- 
came a little depressed. This gradually gave way 
to frank schizophrenic psychosis until finally 2 
months after she had started on the ACTH, she 
became sufficiently agitated to warrant psychiatric 


hospitalization. There was no history of a previous 
psychotic episode. 

Two weeks after discontinuance of ACTH with 
no apparent clearing of psychotic symptomatology, 
the patient was started on electroshock and received 
13 treatments during the course of the next month. 

Jean remained out of contact but completely free 
of her ulcerative colitis symptoms without hormone 
therapy until after her seventh electroshock treat- 
ment, at which time she suddenly snapped back into 
contact, asked where she was, and what had hap- 
pened. On that day she had her first loose bowel 
movement and from that time on, her colitis symp- 
toms became rapidly and progressively more severe. 
ACTH soon had to be cautiously resumed for a 
short while. It was discontinued on hospital dis- 
charge. 

Since her discharge from the psychiatric ward 
after 4 months of treatment, the patient has been 
seen for about a year and a half (approximately 130 
hours). 

The initial approach to outpatient therapy was 
one in which the psychiatrist (G.S.) and internist 
(J.E.G.) decided to deal in a collaborative fashion 
with the patient and her illness. This was to 
entail a weekly visit to the internist’s office as well 
as 2 visits per week in the psychiatric outpatient 
department. The internist and psychiatrist ini- 
tially met for discussion of the case at least once 
per week. This gradually gave way to frequent 
telephone conversations and as the patient pro- 
gressed, becoming less of an acute problem, her 
physicians have been able to meet for collaboration 
as seldom as once per month. 

Our unusual and previously unreported experi- 
ence with ACTH therapy in the treatment of ul- 
cerative colitis was something of an outgrowth of 
the original collaborative effort. 

The patient's past experience with treatment and 
medication for her disease (that is, for her or- 
ganic gastro-intestinal disease) had been one in 
which the methodology of treatment by physicians 
had borne with it the implicit fantasy that specific 
medication, dietary regime, or psychotherapy would 
magically cure the disease, in spite of the fact that 
such an approach was by no means explicit to the 
patient from the doctor. Understanding this back- 
ground of the patient’s treatment experiences as 
well as her initial experience with ACTH therapy 
which culminated in a psychotic episode, it was 
decided to present future ACTH maintenance to 
her as nothing more than it actually was: namely, 
supportive treatment during a period of stress. 
During the first few months of therapy, at repeated 
opportune periods in the hours that were spent by 
the patient with both the internist and the psycho- 
therapist, realistic although superficial elements of 
the general adaptation syndrome and the whole 
question of stress as it related to the disease were 
presented to her. Jean was told, “ACTH is not 
going to cure your illness. We know that it will 
increase your to stressful situ- 
ations. is is going to be a long, and frequently 
painful, experience. When you feel that you are 
in need of a crutch to tide you over the most stress- 
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ful episodes, ACTH will be available. It will be 
for you to decide when you want to take it and 
we hope, when you want to stop it.” We have felt 
that this approach to ACTH therapy bears with 
it several psychotherapeutic implications for dealing 
with chronic long-term psychosomatic illnesses ; the 
most important of which was that for the first time 
a therapist had, in essence, told the patient. “You 
are a responsible individual. We have confidence 
in you. We are not asking you to cooperate but 
rather to collaborate with us in the treatment of 
your illness. You are going to be the third therapist 
in this team.” The patient at a later date corrobo- 
rated having experienced such a feeling. 

As in most cases of ulcerative colitis, the resist- 
ance movements of the patient during therapy seem 
to try the therapist to an extreme, and this case is 
certainly no exception. During the first months of 
therapy, Jean largely dealt with the doctor-patient 
relationship. She told of 3 prior experiences with 
physicians who she felt had been seductive, did not 
respect confidences, were not honest with her, and 
dealt largely with her family rather than with the 
patient. Her initial resistance movement was “I’m 
leery of you. It happened before and I don’t want 
it to affect my husband and myself again. I might 
get emotionally involved with you if I had much 
treatment.” Her feeling of possible dependency upon 


the therapist and even love were accepted and 
further explored. A statement by the therapist that 
this was a mutual enterprise with independence as 
a goal for her rather than dependence, was at a 


later date interpreted by Jean as possible rejection. 
Her ambivalence about dependence and independ- 
ence have, of course, been recurrent themes through- 
out therapy. 

During one session she very succinctly said, 
“Sometimes I think that colitis is a perfect thing 
to blame. Yet I’m very reluctant to admit that 
maybe my colitis has been an adjustment when I 
can’t face things. I may be taking it out on myself, 
by kicking myself in the pants when I can’t face 
reality or disappointments.” 

Soon after, the patient returned from a one week 
fishing trip with her husband, during which time 
she had followed him up and down the stream with 
a trout rod, rebelling at each step. She returned 
home having 20 to 30 bowel movements a day. This 
was the first time that ACTH was presented to 
her as a crutch. However, Jean feared going back 
on it immediately, remembering the psychotic 
episode which followed her recent experience with 
the drug. She was treated largely with paregoric 
which helped to decrease the amount of abdominal 
pain but did very little to decrease the frequency 
of the stools. 

She spoke at length of the wealthy in-laws who 
wanted complete capitulation for their every whim 
in return for financial help given the young couple. 

Resistance movements that developed and were 
dealt with during the second month of treatment 
were suggestions that her husband needed treatment 
more than she did; he was a rigid, compulsive, 

“note- taking-activist” who insisted on doing every- 


thing right now. She also thoroughly tore into 
psychiatry and psychiatrists. 

One week prior to the therapist's summer va- 
cation, the patient felt for the first time that she 
wanted ACTH, since she wouldn't be able to come 
in and blow off steam during his absence. Bowel 
movements during the week prior to his vacation 
had increased from approximately 15 a day to 25. 
Immediately before his departure, her bowel move- 
ments with ACTH had been decreased to 5 per day. 
Upon his return two weeks later, the patient looked 
dull, flat, and apathetic. Her eyes seemed glazed. 
Her features had a Cushingoid rotundity, as well as 
a suggestion of facial hirsutism. Patient said, 
“Sometimes I think it would be better to just with- 
draw within myself. I thought once if I had a 
sense of physical well-being, I could handle re- 
sponsibilities better, but I’m worse now than when 
I had my colitis.” It was pointed out that perhaps 
she needed the colitis symptoms as a safety valve. 
She was slightly confused but not confused enough 
to want to continue the ACTH. It was stopped 
at that time with an additional hour per week being 
temporarily offered during this trying period. She 
availed herself of the extra hour for one week only. 

During the sixth month of therapy, Jean de- 
veloped subjective symptoms of pregnancy. She 
was nauseated in the morning and her breasts felt 
swollen. An A-Z test was equivocal. During the 
next few hours she explored what pregnancy might 
mean to her. As soon as she saw it as a way of 
discontinuing therapy, the symptoms disappeared. 
Here was another resistance movement, this time 
a rather bizarre one—pseudocyesis. 

She started asserting herself with her husband. 
She refused to accept notes that he left her in the 
morning, which he had been accustomed to doing 
for many years. The notes usually had prescribed 
chores which she was not to forget to do that day. 
She became guilty about her aggressive feelings and 
her colitis symptoms subsequently increased to the 
point where she needed ACTH again. She received 
it for several weeks. The bowel movements were 
cut down to one a day. (She has incidentally been 
administering ACTH to herself by injection for 
the past year, and is proud of this skill. The sado- 
masochistic elements of auto-injection are certainly 
suspect—but never have been explored by the pa- 
tient.) Soon after, Jean amazingly said that she 
felt she'd better be having more than one bowel 
movement a day and that she was going to stop 
the ACTH, which she subsequently did. She started 
looking for houses in a different city, away from 
her neighboring in-laws, but soon realized that 
geography was not going to settle the difficulties in 
their relationship. 

During the seventh month she somehow equated 
being strong and forthright and capable of in- 
dependent decisions with being like her mother 
who was strong and forthright, but who was also 
verbally aggressive, hostile, and rejecting. When 
she realized this was being like mother, she said 
“I think I'm going to vomit. When I think of my 
mother, I really feel nauseated. God, I hate her.” 
It is interesting to note that this expression was 
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in an oral-gastric frame of reference rather than 
anal. Where before realization of similarities 
between the patient and her mother had been 
attended by dashes to the toilet during therapy 
hours, here apparently she has moved up the gastro- 
intestinal tract; almost as if to say, one has to 
regress a bit before one can go forward. 

She has gradually become more able to express 
verbally her rage, anger, and true feelings toward 
husband, mother, and mother-in-law. Expressing 
such thoughts during the hours of therapy has made 
it easier for her to deal perhaps in a more modified 
fashion, but still firmly, with these persons. This 
has been a source of great satisfaction to her. As 
her ability to verbalize resentment and aggressive 
feelings has increased, there has been almost simul- 
taneously a decrease in the colitis symptomatology. 

Early in therapy the patient spoke of loathing 
her children and of the strong association in her 
mind between her son's birth and the onset of her 
colitis in its most severe form. Her early feelings 
of the children’s being always underfoot were de- 
veloped into a realization that she had not fenced 
in the yard so that she could have them in the house 
constantly disturbing her. Having them under- 
foot prevented her from having enough uninter- 
rupted time to assume the responsibility of many 
household chores. So, in this way, her use of the 
children was similar to the use of her colitis 
symptoms, as a method not only of expressing rage, 
but also of avoiding responsible action. 

During the ninth month of treatment, the patient's 
husband had to go on a business trip once more. 
Shortly before his departure, both he and the pa- 
tient unexpectedly visited the therapist. She previ- 
ously had been quite reluctant about the husband's 
being seen, evidently fearing competition with him 
in psychotherapy and his possible influence on the 
therapist. In her presence the husband questioned 
his wife’s ability to decide upon her own ACTH 
dosage. He also wondered about a new therapist 
when the present one left the clinic. Both patient 
and husband were assured that arrangements could 
be made for continuation, The ensuing events came 
rapidly. 

Three days later she was admitted to the hospital 
for possible perforation of her ulcerative colitis. 
She was running a temperature of 104° with severe 
cramping abdominal pains and bloody diarrhea, 
now at the rate of about 30 bowel movements a 
day. She felt that confidence in herself had been 
crushed by the therapist's dealing with her husband 
as a more responsible individual. She discussed 
feelings of rejection in connection with a new 
therapist. Jean was seen the following day; she 
was bubbling with vitality. ... said that all the 
pain had disappeared; her bowel movements had 
markedly decreased. The cramping pain, the white 
blood count, the sedimentation rate, and the temper- 
ature had all diminished. This was quite notable 
inasmuch as she did not receive ACTH until the 
third day of her 4-day hospitalization, and her 
symptoms seemed serious enough to warrant con- 
sidering surgical intervention and possible ileostomy. 

This sequence of events points up the necessity 


of immediately dealing with resistance or negative 
transference movements in psychosomatic disease. 
It was felt that the hospitalization in part might 
have been a way of keeping the husband home, as 
well as avoiding greater dependency upon the 
therapist. In a dream one month after the hospitali- 
zation she saw herself in a hospital bed. A doctor 
came in, told her she had a disease with a long 
name and was going to die. Whereupon the patient 
fell into the doctor’s arms and kissed him. Jean’s 
reaction to the dream was, “Gee, it’s a helluva thing 
to not>be able to kiss him until after I'd been told I 
was going to die. Why do I have to hide behind an 
illness? That's just it. I’ve always been such a good 
girl, and what would my husband and his folks think 
of him for having a wife who played around?” This 
was as if it were better for the patient to be con- 
sidered dirty by reason of her disease than by 
reason of her moral character. 

Jean’s husband subsequently went on the month's 
trip during which time she did better than ever 
before. She approached household chores in a re- 
laxed fashion and actually did more than she felt 
she might have done in her former compulsively 
anxious manner. 

Six months ago, while her internist was away 
on vacation, she wanted to discontinue ACTH— 
but felt need for additional support. She was 
offered a third hour per week. She felt she could 
not afford to pass up this offer. It was part of her 
“trusting to luck philosophy”—and she feared the 
offer might not be repeated. It developed that she 
could not financially afford the hour, and it trans- 
pired that she had a budget for psychotherapy, but 
no budget at all at home. The question of the third 
hour gave the patient her first contact with the 
social service department—and an opportunity to 
deal with the fee problem. The result was the 
creation for the first time of a family budget by the 
patient and her husband; before they had ignored 
the realities of living within their income and thus 
oem their hostile dependency upon her in- 
jaws. 

Offering the third hour had other consequences. 
During the 2 weeks of 3 sessions a week, she verbal- 
ized much psychotic material, became preoccupied 
with fears of shock treatments and admission to a 
psychiatric ward, Finally at the end of the second 
week, she decided to return to the twice weekly 
schedule, saying that she had thought one must be 
3 times as mentally ill to warrant a third hour. 
(Here we can see that not offering the extra hour 
would have meant rejecting her—and offering it 
depreciated her sense of adequacy. It was really 
quite impossible to satisfy her.) 

The following 45 hours, to date, have largely 
dealt with her gradually increasing number of 
triumphs in the social and interpersonal spheres 
wherein she has been more able to express herself 
and her real desires about things. 

In the thirteenth month of outpatient treatment, 
Jean went back on ACTH while the therapist was 
on vacation. She had, prior to that time, been off 
ACTH for 2 months—the longest period since 
therapy started. She was proud of this and looked 
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forward to the day she would no longer need the 
“crutch” of either ACTH or psychotherapy. It 
was our feeling that the therapist’s absence coupled 
with her mother’s return from the middle-west for 
the first time in almost 2 years had much to do 
with the request to go back on ACTH. She is 
presently on one to two 25-mgm. tablets of oral 
cortisone daily. 

The recent statement by Jean about her mother 
evidences the progress she has made. She said 
that she was amazed, “My mother is so different 
or else what I thought as a kid was a rejecting, 
hostile and aggressive woman must have been a 
distortion, I guess, because mother now seems to 
be a sort of vacillating, indecisive, and inconsistent 
person. But then she’s changed. Time has passed 
and I guess I’ve changed too, I find that mother 
leans on me now and this is certainly a thrilling 
change in our relationship.” She also said, “Colitis 
is the symbol of my life. I didn’t like anything I 
had—and had to get rid of it all.” 

In this first year and a half of collaborative psy- 
chotherapy, gradually decreasing doses of ACTH 
and cortisone (as assessed by decreased changes 
in facial contour and diminished steroiduria) have 
obtained the same therapeutic effect (i.¢., bowel 
control). One becomes aware of the significance of 
this change on seeing Jean's increasing insight and 
secondarily her progressively diminished need for 
organ expression and the ACTH “crutch.” This 
latter need has usually been clearly precipitated 
or increased by psychic trauma or stress which the 
patient and therapist either have dealt with in- 
effectually or have been unable to resolve completely. 

Her progress is further manifested by both a 
weight increase and an absence of bloody stools 
for 12 months. Barium enema 21 months ago 
(just prior to the psychotic episode) revealed a 
colon of narrow lumen with multiple ulcerations, 
loss of haustrations, and involvement of the terminal 
ileum. Recent films demonstrated that “ulcerations 
and spasta of the left side of the colon are no longer 
present, although a normal mucosal membrane is 
not present. The changes in the right colon are 
less marked. The terminal ileum is unchanged.” 
Sigmoidoscopy now shows, “mucosa dull and some- 
what coarse, but no ulceration, polyposis, or fri- 
ability. Striking improvement. Bowel is now 
normal in appearance.” 

There has also been a marked diminution in her 
almost obsessional symptom preoccupation—as well 
as a greater sense of weil being and responsible 
quasi-independence. 

She no longer has quite the totally noncompro- 
mising, idealized evaluation of what marriage, sex, 
and parents should be like. The patient's belief in 
the infallibility of her therapist has been repeatedly 
held up to the light of reality. His acknowledgment 
of mistakes made during therapy not only has been 
invaluable in establishing an honest relationship, 
but has most importantly demonstrated the patient's 
object of ego-identification, the therapist, as a real- 
istic human being with faults that are admissable 
and not inconsistent with self-esteem. 


Spontaneous remission often occurs in ulcerative 
colitis, but we feel that the gradual change of total 
personality and related symptomatology in this case 
can hardly be called spontaneous or even coinci- 
dental. The patient of course still represents a 
prolonged treatment prospect. 


DISCUSSION 


It is only by approaching psychosomatic 
disease with a “total” outlook that the 
internist and psychiatrist can come to under- 
stand the need for symptom investment in 
the psychophysiologic economy—and hence 
to help the healthy core of the organism to 
a happier, less destructive adjustment. 

In dealing with the immature and ambiva- 
lently dependent ulcerative colitis patient, the 
customary therapeutic relationship seems to 
be one of dependency with an implied hope 
of future independence and health. Our ap- 
proach to therapy, we feel, has amplified this 
tentative position—by inviting the patient to 
become a collaborative therapist armed with 
independent judgment and ACTH. In effect, 
much is done to nurture ego reconstruction 
as well as to prevent the very difficult per- 
petuation of dependency which is so prone 
to occur in these cases. 

Our patient has experienced the whole 
gamut of psychiatric concomitants to ACTH 
and cortisone—from overt psychosis to 
more subtle mood shadings. Such psycho- 
pathology speaks strongly for the need of 
collaborative psychotherapy at the onset of 
hormone treatment. With such support, the 
possibility of recurrence of psychosis with 
ACTH becomes markedly diminished. This 
has been a learning experience for the pa- 
tient, and has probably made her an above- 
average candidate for both her collaboration 
and insightful personal control of the hor- 
mone, She truly became a therapist in her own 
right with a gradually sharpened mastery 
of ACTH self-dosage and symptom manage- 
ment. Decisions relative to the hormone 
were generally explored with her prior to 
their execution. In so doing, the patient 
exhibited a greater impetus to relate psy- 
chologic stress to ensuing exacerbation of 
organic symptoms, dependency demands, and 
resistance, 

The dangers of self-medication with these 
potent hormones cannot be minimized. It is, 
of course, one of the chief deterrents to the 
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approach described. Such factors as the pa- 
tient magnifying or even underestimating the 
dosage requirement immediately come to 
mind, Hormone therapy in the hands of the 
patient provides not only an incentive to get 
well, but, in terms of resistance to psycho- 
therapy, it may also provide a convenient 
method of making treatment more difficult. 

Karush and Daniels(7) as well as Sperling 
(12, 13) have documented excellent examples 
of the tremendous obstacles to reconstructive 
therapy and the extremes to which resistance 
movements may go in ulcerative colitis. They 
have also shown that such resistance or 
acting-out can be very helpful in the devel- 
opment of insight if the significance is 
thoroughly understood by the patient. Our 
approach certainly bears with it a heightened 
need for constant awareness of such mani- 
festations. 

In addition, we feel that close collaborative 
therapy between internist and psychiatrist is 
quite efficacious for draining off extremes in 
positive rapport or transference feelings (a 
modicum of which seems therapeutically 
most desirable in such cases). Yet the thera- 
pist often finds himself on what might loosely 
be called “the horns of a_ transference 
dilemma,” wherein the patient’s positive 
(“toward”) feelings activate anxiety-laden 
libidinal impulses, fantasies, and ambivalence, 
on one hand, as compared with, on the other, 
a rapid swing to negative rapport (or trans- 
ference) feelings, which put into motion the 
terribly self-destructive somatic disease 
process, Giving the patient 2 objects for 
ego-identification has in this case minimized 
such extremes, and it has demonstrated to 
the patient that her collaborators were 
similarly persons with many faults. This 
has been anathema to her almost mystical 
ideal of the “all-powerful, all-loving, all- 
healing physician.” 


SUMMARY 


1. A case of chronic ulcerative colitis 
treated by inducing active patient collabo- 
ration in therapy with an internist and psy- 
chiatrist is reported. 

2. Advantages and disadvantages of the 
psychotherapeutic use of ACTH and corti- 
sone are considered. 


3. ACTH and cortisone are discussed as 
valuable adjuncts to the psychotherapy of 
ulcerative colitis. 

4. The philosophy of creating a collabo- 
rative therapist out of a chronically ill, 
masochistically-dependent individual by pre- 
senting the patient with personal control of 
ACTH as a “crutch” or tool, rather than an 
unrealistic panacea—we feel bears with it 
an explicit invitation to independent action 
and health. Such an approach may be appli- 
cable to other chronic psychosomatic diseases. 
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DISCUSSIONS 


O. Sacreno, M. D. (Havana, Cuba). —Regarding 
the sudden suppression of organic symptoms as 
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a threat for psychic equilibrium, I may mention 2 
interesting cases: 

One, reported to me by Dr. Roberto Sorhegui, 
of Havana, was a female, suffering from status 
asmaticus; when the symptom was removed by 
means of hypnosis she developed in a few hours 
an acute maniacal attack; and when this was re- 
moved through a few E.C.T., asthma appeared 
again. This happened 2 or 3 times until a good psy- 
chotherapeutic relationship was established and both 
conditions disappeared. 

The second case is a patient of mine who pre- 
sented an acute paranoid schizophrenic syndrome 
one week after a total gastrectomy for gastric 
ulcer. I treated him with E.C.T.; the psychosis dis- 
appeared with 17 shocks. The patient underwent 
protracted psychotherapy during 2 years (more than 
220 hours) on account of an anxiety neurosis which 
ensued after the E.C.T. 

I should also like to say something about the 
basic reaction patterns of the patient discussed by 
Dr. Saver, et al., as manifested in the history of 
her illness and in the psychotherapeutic situation. 
It must be stressed that the colitis started after she 
was operated upon for a tubal pregnancy, that is, 
when she failed in her efforts to be a mother and 
to be independent. She began to suffer from 
diarrhea when she returned to her mother’s home. 
During the second pregnancy, in which “she became 
pregnant intentionally,” she suffered only one 
attack of colitis (we do not know if it was related 
to some quarrel with her mother). She bore a 
normal child and was free from symptoms until 
she became pregnant again. During this third 
pregnancy, which we do not believe to be intentional, 
began the most severe phase of her illness. It 
seems that the patient felt this pregnancy to be 
something imposed upon her, and she expressed 
her rebellion by means of diarrhea. Another 
interesting point is the possible symbolic meaning 
of pregnancy. Pregnancy and carriage are felt to 
be an affirmation of her independence and a form 
of leaving her mother, her husband, and even her 
therapist. In fact, when she failed in the first 
pregnancy she took refuge in her mother’s home, 
and the diarrhea began; in the second one, which 
was intentional, she was symptom-free; and during 
therapy she presented pseudocyesis as a way of 
discontinuing therapy. 

The last point is that the patient projects her 
mother’s personality (“egocentric, overpossessive, 
demanding”—Jean was reared on a strict routine, 
being fed and picked up at specified intervals, é.e., 
in a compulsive way) on the husband and the 
therapist. It is only through psychotherapy that, 
paralleling the improvement, she is able to see the 
therapist and the mother in a different light and to 
improve her relationship with her husband. 

As to the handling of ACTH, I think that 
the technique used is an intelligent and effective 
one. I congratulate the authors on the flexibility of 
their method. 

Tueopore Linz, M.D. (New Haven, Conn.).— 
The advent of ACTH and Cortisone as general 
therapeutic agents produced a marked impact upon 


psychiatry. The first concerns of psychiatry with 
these hormones involved quite contradictory influ- 
ences: (1) They were new media capable of pro- 
ducing psychosis; and, (2) they were heralded 
as new therapeutic agents for the treatment of 
schizophrenia. Both these impacts have faded into 
the background, for the judicious and well-con- 
trolled use of these hormones only rarely produces 
psychoses or affective changes in very marked 
proportions and as therapeutic agents for schizo- 
phrenia they have thus far served best as a re- 
minder that enthusiastic researchers, who prema- 
turely seek acclaim, can do incalculable harm by 
misdirecting time, money, and attention. 

While these dramatic developments were going 
on, these hormones were finding a very real place 
in the armamentarium of workers in the psychoso- 
matic field and the paper of Dr. Saver, et al., is an 
excellent illustration of this. Let us be clear: The 
paper does not present anything new in dealing 
with the use of ACTH and Cortisone as adjunctive 
to the psychotherapeutic management of patients 
with psychosomatic ailments. It had been im- 
mediately apparent to many workers that the ability 
to control acute exacerbations of ulcerative colitis, 
rheumatoid arthritis, asthma, etc., greatly increased 
the latitude permitted the psychotherapist. Among 
other influences there was the ability to pursue 
therapy without such serious threat to life if efforts 
to work with deeper emotional problems produced 
an exacerbation. There was less need to remain at 
supportive levels, and I believe that the psycho- 
therapy of ulcerative colitis has made considerable 
strides because of this security. 

The report is a particularly nice illustration of 
how dynamic psychotherapy need not exclude 
adjunctive physica! therapies. It is akin to the use 
of thiouracils in the psychotherapeutic management 
of Graves’ disease, or in a sense, even similar to 
demonstrating how judicious use of shock therapies 
can further psychotherapy rather thin impede it. 

In passing, I wish to note the authors’ recognition 
that the effectiveness of these hormones is not 
simply a matter of dosage but that here, as in 
virtually all medication of this type, the effectiveness 
is dependent upon a host of factors involving the 
emotions and attitudes of both patient and therapist, 
a topic which Dr. Henry Beecher, the professor of 
anesthesiology at Harvard, is attempting to pursue 
in a systematic manner. 

There are many facets of the paper which I find 
stimulate discussion, but I wish to focus on a major 
point which has little to do with ACTH. It is the 
therapist's effort to avoid fostering undue depend- 
ency and passivity by means of making the patient 
a collaborator in therapy. The infantile passivity 
and indecisivness of patients with ulcerative colitis 
presents a major therapeutic problem, and exacerba- 
tions are apt to occur when there is need to make 
a decision or to assume adult responsibility, both of 
which usually provoke hostility in the patient. The 
authors took a firm stand by refusing to permit the 
patient to fall back passively on the medical regimen 
and by insisting that her problems in coping with 


J 

a 
ie! 

AR 

Me 

Boe 

ae 


62 PSYCHOTHERAPEUTIC USE OF ACTH IN PSYCHOSOMATIC DISEASE 


[July 


living were the significant problems and that she 
must share the task of learning new methods and 
new attitudes. Such measures often take consider- 
able courage in dealing with patients who are 
extremely ill and emotionally infantile. Leaving 
the decision of when to take ACTH and Cortisone 
up to the patient was a maneuver in this effort. In 
this patient it appears to have been a useful one, 
but it can be recommended only with utmost 
caution for overdosage in such a patient could pro- 
duce profound deleterious emotional changes, and 
the use of ACTH in ulcerative colitis can increase 
the chances of intestinal perforation. Furthering 
the patient’s share of responsibility can be achieved 
by other techniques. The authors have broached 
a broader therapeutic problem through movement 
toward maturity rather than permitting the trans- 
ference relationship to offer the opportunity for 
continuing dependency. Usually the desperate needs 
of the patient for a benevolent parental figure are 
so intense that some gratification of the need must 
be permitted. The therapeutic relationship opens 


with the therapist regarded through childish eyes, 
even if the real parental figures have remained 
powerful and potentially dangerous adults. The 
aim of therapy is maturation of the patient, which 
may be defined in this frame of reference as learning 
to see parental figures in proper perspective and 
proportion—no more omniscient and omnipotent 
than the patient and beset by their own problems. 
The therapy moves, therefore, from a relationship 
in which the therapist is protective, or at least seen 
as such, into more collaborations with the patient 
and therapist examining the patient's life and inter- 
personal relationships together, the therapist moving 
more and more into the role of “participant ob- 
server,” to use Sullivan’s terminology. In serious 
psychosomatic problems, the more conventional 
passive role of the therapist is difficult to attain 
during early phases. In this paper, the authors 
have shown how, through the help of ACTH in 
controlling the disease process, a healthier thera- 
peutic relationship could be established very early 
in treatment. 
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PRELIMINARY CLINICAL REPORTS 


USE OF PACATAL' (N-METHYLPIPERIDYL-(3)-METHYLPHENO- 
THIAZINE) IN PSYCHIATRIC PATIENTS 


NATHAN 5S. KLINE, M.D., ano GUNTHER M. JACOB, M.D. 
Orancesure, N. Y. 


The success of such ataraxic drugs as 
reserpine and chlorpromazine has stimulated 
the search for other agents of this type which 
provide the same benefits and have a mini- 
mum of side effects. During the past year 
there have been reports from Germany 
of a_ synthetic phenothiazine derivitive, 
N-Methylpiperidyl-( 3) -methylphenothiazine, 
marketed under the name of Pacatal, 
which resembled chlorpromazine in many 
ways but purportedly did not have as many 
undesirable side effects. Laborit and Hu- 
guenard * reported its effectiveness in poten- 
tiating narcosis and in artificial hibernation. 
Horatz * reported on 439 patients on whom 
the drug had been used for potentiating 
anaesthesia. Kleinsorge* reported good re- 
sults in potentiating barbiturates. On the 
basis of these similarities to chlorpromazine 
we set out to investigate whether it also had 
the same therapeutic effect in disturbed psy- 
chotic patients. 

Oral medication was tested first. Five 
patients were given doses ranging from 50 to 
650 mgs. daily. Patients were started at 
low doses which were increased regularly. 
Medication was continued until toxic side 
effects made it impractical to continue 
further. This occurred within 5 to 12 days. 
ESR increased in 3 of the patients going 
from a range of 3 to 5 up to 15 to 20. Other 
laboratory data showed no systematic change. 
All the patients showed elevation of temper- 
ature usually in the range of 100.5°. The 
patients also became drowsy and 4 of the 5 


1This preparation was supplied through the 
courtesy of the Squibb Institute for Medical Re- 
search, New Brunswick, N. J. 

2Laborit and Huguenard. Technique actuelle 
de I'hibernateon artificielle. Presse med. 60, Nr. 
68, 5, 355, 1952. 

* Horatz, K. Die potenzierte Narkose ohne und 
mit Unterkulung (ihre Vorteile, Grenzen und 
Gefahren). 

* Kleinsorge, H. Erfahrungen mit der Schlaf- 
therapie innerer Erkraukungen. Med. Mschr., 11: 
760, 1953. 


had postural difficulty. They seemed un- 
steady on their feet and one walked with a 
strong list to the left with head and chest 
thrown back. Aside from reduced activity 
because of the drowsiness there appeared to 
be no change in psychiatric behavior. If 
anything, the patient who was on medication 
longest (12 days), receiving a total of 3.2 
grams, was more disturbed after medication 
than before. 

Before abandoning the medication it was 
decided to try an intramuscular form 
and, to this end, 3 of the original patients 
were re-tested and 4 more new patients in- 
cluded in the investigation. After 2 or 3 
days all the patients were running temper- 
atures of 101° to 102° with occasional spiking 
of 102.5°. Patients all appeared drowsy and 
somewhat toxic which served to reduce some 
of their overactivity. A second patient de- 
veloped marked postural difficulty similar 
to the patient on aral medication. On the 
oral medication one patient had also com- 
plained of difficulty in voiding but did not 
require catherization. On the intramuscular 
preparation 3 of the patients developed atonic 
bladders and bowels. In one case there were 
symptoms of an autonomic bladder. Catheter- 
ization was necessary and in 2 cases pro- 
stigmine had to be used up to one week after 
withdrawal of medication before normal urine 
function returned. At the height of the 
toxic reaction borborygmi were almost com- 
pletely absent in these patients. One patient 
with atonic bladder developed an infection 
and had to be treated with antibiotics. None 
of the patients showed any notable change in 
their psychiatric condition although 2 of them 
had previously responded well to chlor- 
promazine. 

In the doses used by us for the periods 
of time indicated, it is our opinion that this 
drug is not a successful ataraxic and, unless 
means of overcoming the side effects are 
provided, the drug is also too toxic for clinical 
administration. 
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CASE REPORTS 


COMPLICATION DURING RESERPINE THERAPY 
C. H. CAHN, M.D., Verpun, Quesec 


This is a brief report on one out of 50 pa- 
tients who have received reserpine * therapy 
at the Verdun Protestant Hospital, Montreal. 

The patient is a 67-year-old white female 
of English origin. She was admitted in 1935 
with the diagnosis of involutional paranoid 
state, the chief symptoms being delusions of 
persecution with auditory and olfactory hal- 
lucinations and an attitude of marked hos- 
tility. During the 20 years of her hospi- 
talization her mental condition changed very 
little; physically she was healthy except for 
marked obesity and slight dependent edema 
intermittently since 1944. Average blood 
pressure was 140/90. 

On January 4, 1955, reserpine therapy 
was started using 2.5 mg (1 cc) intra- 
muscularly twice a day. This dose was con- 
tinued until January 7, when it was doubled. 
The early side-effect of flushing of the face 
was somewhat more pronounced in this pa- 
tient than usual, but was at first discounted 
as being in keeping with her plethoric ap- 
pearance. On January 8 the patient began 
to feel weak and could not walk to supper ; 
she was perspiring profusely, and her blood 
pressure was 90/60, Other patients on even 
higher doses had shown similar changes, so 
the nursing staff were not particularly 
alarmed. The next morning the patient was 
given her usual dose of reserpine, 5 mg 
intramuscularly. 

Later that day physical examination 
showed marked prostration, fast pulse, blood 
pressure 120/65, moderate pitting edema of 


1We should like to thank Ciba Co, Ltd. for 
supplying the reserpine (“Serpasii”). 


the legs and gross edema of the face and 
neck, Reserpine therapy was discontinued. 

On January 10, the patient was given 
1.0 gm (10 cc) of calcium gluconate intra- 
venously and the following day the edema 
seemed to be subsiding. The patient was out 
of bed and was reported to be pleasant and 
cooperative. 

On January 12, however, the edema in- 
creased again, and the next day the patient 
looked very ill, felt quite weak, and stayed 
in bed. She became increasingly dyspneic 
and cyanosed. On January 17 in spite of 
oxygen, nikethamide and penicillin she 
reached a low point in her illness, expressing 
the fear that she was going to die. Much 
mucus accumulated in her throat which had 
to be suctioned. Temperature was 102°, 
blood pressure 90/50, and there was massive 
generalized edema (but no albuminuria). 
Abdominal paracentesis was attempted but 
was unsuccessful. 

The patient was next placed on antihista- 
minic therapy, and she was made more 
comfortable by being allowed to sit up in 
a chair rather than having to lie constantly in 
bed in the orthopneic position. The blood 
pressure rose to 140/80, dyspnea and cya- 
nosis gradually subsided, and the edema 
began to decrease on January 20. Thereafter 
the patient gradually recovered physically but 
mentally reverted to her pretreatment con- 
dition. 

In summary, on the fifth day of reserpine 
therapy this patient developed a severe re- 
action of the angio-neurotic edema type. She 
was dangerously ill for 8 days, but then 
made a physical though not mental recovery. 
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COMMAND-AUTOMATISM AND ECHOPRAXIA TO TELEVISION 
CELESTINE HAY, M.D.,1 Houston, Tex. 


Command-automatism (the automatic 
obeying of suggestions and commands) and 
echopraxia (automatic imitation of behavior 
of others) have been considered typical 
symptoms of schizophrenia, especially of 
the catatonic type, for many years(1, 2, 3, 4). 
It has been pointed out that schizophrenic 
delusions tend to keep up with the times. 
The following case illustrates an analogous 
modern adaptation of the old symptoms of 
command-automatism and echopraxia. 


A. B., a 38-year-old white married male, was 
admitted to the V. A. Hospital, Houston, Texas, 
on March 4, 1955, with an admitting diagnosis of 
schizophrenic reaction, undifferentiated type. This 
was his third hospitalization in 9 years for psychotic 
symptoms. 

The patient was the youngest of 3 children. His 
parents were divorced when he was 15, and he 
remained alone with his mother. He was always a 
steady, dependable, conforming person, who never 
demonstrated any particular talent or originality. 
He completed high school and then became a 
painter by trade. 

His first psychotic episode occurred following 
5 years of active wartime service in the Navy, 
during which his ship was torpedoed 3 times. He 
received electroshock therapy for each of his 2 
previous episodes, and each time improved enough 
to leave the hospital and maintain a marginal ad- 
justment on the outside, working as a painter in 
the employ of relatives, who were quite protective. 
Several months prior to this admission the patient 
became abnormally quiet and progressively more 
preoccupied. He showed a dropping out of all 
interests except in his church. He continued work- 
ing until 3 days before admission, when he appeared 
so preoccupied and confused that it was felt unsafe 
to let him stay on the job. 

The patient spent the next 3 days at home. He 
seemed restless and overactive, and showed a greatly 
increased interest in television, watching it for 
hours at a time. He proclaimed himself a “television 


1From the Veterans Administration Hospital, 
Houston, Texas, and the Department of Psychi- 
atry and Neurology, Baylor University College of 
Medicine. 


expert.” On the night before admission he was 
observed to be standing in front of the set, very 
intent on the screen, imitating closely the gestures 
and movements of the performers, and this be- 
havior with variations continued for much of the 
evening. When a hillbilly singer sang a religious 
song the patient stood at attention and sang along 
with him. During a commercial the announcer said, 
“Brush your teeth with toothpaste,” while 
the picture showed a man brushing his teeth; the 
patient rushed to the bathroom and brushed his 
teeth. Another announcer commanded his audience 
to use a certain hair tonic while demonstrating its 
use, and the patient thereupon scooped up water 
from a nearby goldfish bowl and applied it to his 
hair. 

At the time of admission the patient appeared 
withdrawn, confused, at times overactive, showing 
delusional ideas. He repeated the examiner's 
questions during the examination. On the ward he 
seemed very much interested in the television set; 
he spent much time close to it, frequently changing 
stations or adjusting the volume. He held himself 
in a rigid posture and moved in a wooden, graceless 
manner. 

He was started on chlorpromazine, and was main- 
tained on doses up to 1,000 milligrams daily for 3 
weeks. The confusion, hyperactive behavior, and 
psychotic thinking rapidly subsided, though the 
patient remained shy, rigid in posture, and with 
flattened affect. 


SUMMARY 


A case of schizophrenia, predominantly 
catatonic type, is described, in which com- 
mand-automatism and echopraxia to tele- 
vision were observed. 
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CORRESPONDENCE 


Editor, AMERICAN JOURNAL oF PsyCHIATRY : 


Sir: In the May 1955 issue of Tue Ameri- 
CAN JOURNAL or Psycutatry, under “News 
and Notes,” the statement was made that men- 
tal health in industry was not represented on 
the program of the 1955 Industrial Health 
Conference. This is to call attention to the 


contrast to the more traditional type of pres- 
entation, the subject was presented by Dr. 
Jean S. Felton in the form of narration and 
dramatic sketch, in which members of the 
Industrial Medical Association and of The 
American Psychiatric Association, including 
myself, participated. 


Marvin A. Kiemes, M.D. 
Beverly Hills, Calif. 


fact that an entire evening meeting, well- 
attended, was devoted to just this area. In 


MEANING AND VALUES 


We cast the world into the mold of our perceptions. The fact that the world I construct 
is so much like the world you construct is evidence of the similarity of our nervous sys- 
tems. ... We all of us perceive the world in terms of space and time. An interesting 
question is how inevitably we are forced to this perception by the common properties of 
our nervous systems, or to what extent it is adventitious, depending on universal features 
in early experience and in particular on necessities incident to the use of language. This 
question is possibly capable of some sort of experimental attack, but I think in any event 
we are here perilously close to the verge of meaning, itself. 

—P. W. BripcMan 


In the whole animal kingdom I recollect no family but man, steadily and systematically 
employed in the destruction of itself. Nor does what is called civilization produce any 
other effect than to teach him to pursue the principle of the bellum omnium in omnia on 
a greater scale, and instead of the little contest between tribe and tribe, to comprehend 
all the quarters of the earth in the same work of destruction. 

—THOMAS JEFFERSON 


You seem to think that this advance [of civilization] has brought on too complicated a 
state of society, and that we should gain in happiness by treading back our steps a little 
way. I think, myself, that we have more machinery of government than is necessary, too 
many parasites living on the labour of the industrious. I believe it might be much sim- 
plified to the relief of those who maintain it. 

—THOMAS JEFFERSON 
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The Committee on Certification of Mental 
Hospital Administrators of The American 
Psychiatric Association met in Atlantic City, 
New Jersey, on May 6-7, 1955. 

The Rules and Regulations of this Com- 
mittee were revised by Council action on 
May 12, 1955, which revision eliminates 
paragraph (c) of “General Requirements for 
Applicants.” This has the effect of abolishing 
the requirement of Fellowship in The Ameri- 
can Psychiatric Association as a condition for 
certification by this Committee. Council also 
acted to amend paragraph (D) of the same 
section to read, “He has received adequate 
training in psychiatry as a specialty of 
medicine.” 


Barker, Prince P., A.B., M.D., V. A. Hosp., 
Tuskegee, Ala. 

Bartemeier, Leo H., M. D., 6420 Reisterstown Road, 
Baltimore 15, Md. 

Beckenstein, Nathan, B. A., M.D., Brooklyn State 
Hosp., 681 Clarkson Avenue, Brooklyn 3, N. Y. 

Behrendt, Vera Mather, M.D., Box 5, Howard, 

Blalock, Joseph Rogers, M. D., Southwestern State 
Hosp., Marion, Va. 

Bloomberg, Wilfred, S.B., M.D., V. A. Hosp., 
150 South Huntington Avenue, Boston 30, Mass. 

Bush, Charles Kettron, M.D., 1242 20th Street, 
N. W., Washington 6, D. C. 

Cogan, Samuel, M.D., Belle Mead Sanatorium, 
Belle Mead, N. J. 

Colomb, Henry Octave, M.D., 1421 Napoleon 
Avenue, New Orleans, La. 

Doering, John A., M.D., V. A. Hosp., Tomah, 
Wisc. 

Eaton, Hamblen C., M.D., State Hosp., Harris- 
burg, Pa. 

Fiedler, Howard Taft, M. D., Retreat State Hosp., 
Hunlock Creek, Pa. 

Gardner, Robert Ed, M.D., Springfield State 
Hosp., Sykesville, Md. 

Goodman, Harry, M.D., Department of Mental 
Health, 15 Ashburton Place, Boston, Mass. 

Gore, Thomas Lee, M. D., Atascadero State Hosp., 
Atascadero, Calif. 

Griffin, Daniel P., M.D., 1278 East Main Street, 
Bridgeport, Conn. 


OFFICIAL REPORTS 


COMMITTEE ON CERTIFICATION OF MENTAL HOSPITAL 
ADMINISTRATORS 


DIRECTORY OF CANDIDATES CERTIFIED, MAY 7, 1955 


Applicants are again notified that the final 
date for filing applications for Class | certi- 
fication is July 1, 1958. 

The closing date for the receipt of ap- 
plications for the next examination, to be 
held immediately prior to the Mental Hospi- 
tal Institute in October, is August I, 1955. 

At its meeting May 6-7, 1955, the Com- 
mittee examined and certified as qualified 
mental hospital administrators the ae 
list of candidates. 

WInrrep Overnotser, M.D., 
Chairman, 


C. N. Bacanz, M.D., 
Secretary. 


Henry, Edna Pontoka, M.D., Taft State Hosp., 
Taft, Okla. 

Hletko, Paul, B. S., M. D., 160 N. LaSalle Street, 
Chicago, II. 

Hoerster, Samuel August, Jr.. M.D., P. O. Box 
96, Austin, Tex. 

Hoffmann, Martin Hugh, M. D., 1311 David Whit- 
ney Bldg., Detroit 26, Mich. 

Howell, Ira L., M. D., 1820 High Street, Denver, 
Colo. 

Hyde, Robert Wells, M.D., 74 Fenwood Road, 
Boston, Mass. 

Janjigian, Edward R., M. D., V. A. Hosp., Wilkes- 
Barre, Pa. 

Johnson, Simon Overton, M. D., Lakin State Hosp., 
Lakin, W. Va. 

Kaufman, M. Ralph, M. D., The Mount Sinai Hosp., 
11 East 100th Street, New York 29, N. Y. 

Kramer, Frederick Herman, M.D., State Hosp., 
Wernersville, Pa. 

Laufer, Maurice Walter, M.D., Emma Pendleton 
Bradley Home, Riverside 15, R. I. 

Laxson, Gerald O., M.D., V. A. Hosp., Sheridan, 
Wyo. 

Lewis, Clarence H., M.D., C. M., Department of 
Health, Queen’s Park, Toronto, Ontario, Canada. 

Lieberman, Daniel, M. D., Mendocino State Hosp., 
Talmage, Calif. 

Lussier, Georges Henri, M.D., Arthur Brisbane 
Child Treatment Center, Farmingdale, N, J. 
Mackay, Robert William Murray, M.D., C. M., 
Nova Scotia Hosp., Dartmouth, Novia Scotia, 

Canada. 
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McCreight, David Wade, B. S., M. D., New Jersey 
State Hosp., Marlboro, N. J. 

R., M. D., Psychopathic Hosp., lowa 

ity, Ia. 

Myers, Jacob Martin, Jr., A. B., M. D., 4401 Market 
Street, Philadelphia 4, Pa. 

Otis, Walter Joseph, M.D., 628 Maison Blanche 
Bidg., New Orleans 16, La. 

Post, Edward Stanfield, B.S., M.D., V. A. Hosp., 
Sheridan, Wyo. 

Prout, Curtis T., A.B., M.D., M.S., 121 West- 
chester Avenue, White Plains, N, Y. 

a Leon L., M.D., V. A. Hosp., Montrose, 

Reider, Norman, M.D., 2235 Post Street, San 
Francisco 15, Calif. 

Rennell, Edwin J., M. D., State Home & Training 
School, Coldwater, Mich. 


Saunders, John Rudolph, M.D., Westbrook Sana- 
torium, Richmond, Va. 

Semrad, Elvin V., M. D., 74 Fenwood Road, Boston, 
Mass. 

Simon, Abraham, B. S., M. D., 4500 College Avenue, 
Alton, Il. 

Snow, Herman B., M.D., St. Lawrence State 
Hosp., Ogdensburg, N. Y. 

Thomas, Preston W., M.D., Department of Wel- 
fare, Education Bidg., Harrisburg, Pa. 

Tock, Elizabeth Ward, M. D., Stockton State Hosp., 
Stockton, Calif. 

Winick, William, B. S., M. D., V. A. Hosp., Coates- 
ville, Pa. 

Yohe, Charles Dean, M. D., Yankton State Hosp., 
Yankton, S. D. 


RACISM 


Whilst we maintain the unity of the human species, we at the same time repel the 
depressing assumption of superior and inferior races of men. There are nations more 
susceptible of cultivation, more highly civilized, more ennobled by mental cultivation than 
others—but none in themselves nobler than others, All are in like degree designed for 
freedom ; a freedom which in the ruder conditions of society belongs only to the individual, 
but which in social states enjoying political institutions appertains as a right to the whole 
body of the community. “If we would indicate an idea which throughout the whole course 
of history has ever more and more widely extended its empire . . . it is that of establishing 
our common humanity of striving to remove the barriers which prejudice and limited 
views of every kind have erected amongst men, and to treat all mankind without reference 
to religion, nation, or colour, as one fraternity, one great community fitted for the 
attainment of one object, the unrestrained development of the psychical powers. This 
is the ultimate and highest aim of society . . .”* 

—ALEXANDER VON 
Cosmos, 1844 
* The quoted passage is from the author’s brother, Wilhelm von Humboldt. 
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COMMENT 


THE ATLANTIC CITY MEETING 


The 111th annual meeting of The Ameri- 
can Psychiatric Association was held in 
Atlantic City May 9-13, 1955, and, in many 
respects, it was an impressive demonstration 
of the growth and progress of the Associa- 
tion. It was the largest gathering in the 
history of the Association, with a total regis- 
tration of 4,085, including 2,046 members of 
various classes—by far the highest number 
that has ever attended one of these meetings. 
Under the wise guidance of the President, 
Dr. Arthur P. Noyes, the combined efforts 
of the membership, the committees, and the 
officers succeeded in making this meeting 
truly representative of the deep interest, 
energetic work, and successful achievement 
of our profession. 

A number of outstanding events that high- 
lighted this meeting can be regarded as par- 
ticularly representative of this trend. Presi- 
dent Noyes delivered a scholarly and in- 
spiring address at the opening session, in 
which he emphasized the ever-widening scope 
of our field, stressing particularly the great 
need for introducing the broader concepts 
of the humanities into the training and de- 
velopment of the psychiatric profession. On 
Tuesday morning, Professor Ralph W. 
Gerard delivered a profound and broadly- 
conceived academic lecture on “The Bio- 
logical Roots of Psychiatry,” in which he 
stressed the recent achievements in research 
in our field and the importance, as well as 
feasibility, of integrating the psychological 
and social sciences with biological research. 
The Honorable Robert B. Meyner, Governor 
of the State of New Jersey, addressed the 
Association at the same session, expressing 
the deep interest and concern felt by the 
public and their elected officers in regard to 
mental illness and their firm determination 
to spare no efforts in dealing with these prob- 
lems ; and on Wednesday evening, Professor 
M. F. Ashley Montagu in his address on 
“Man and Human Nature” delivered at the 
annual banquet, further emphasized the im- 
portance of a broad and scientifically-con- 


ceived approach to the study of human 
problems. Finally, a most encouraging note 
was sounded by the announcement that the 
new home of the Association had actually 
been purchased through the untiring efforts 
of the committee on the building fund and its 
chairman, Dr. William B. Terhune, and the 
work done by the committee on the planning 
for the new home, under the chairmanship 
of Dr. Winfred Overholser. Although a 
great deal remains to be done in this respect 
and more funds will have to be obtained 
before reaching the final goal, the first and 
very important step, which assures the As- 
sociation of a permanent home, has been 
taken. 

The following officers were elected by 
the Association : President-Elect, Dr. Francis 
J. Braceland ; Secretary, Dr. William Mala- 
mud; Treasurer, Dr. Jack R. Ewalt; 
Auditor, Dr, Titus Harris; Councillors for 
3 years; Dr. Harvey J. Tompkins, Dr. S. 
Bernard Wortis, and Dr. Herbert Gaskill. 
Dr. Arthur P. Noyes takes office as Council- 
lor as immediate past president. The Council 
elected Dr. R. Finley Gayle, Jr. as moderator 
and Drs. Cameron and Tompkins as members 
of the Executive Committee. The Assembly 
elected Dr. Addison M. Duval as speaker, 
to succeed Dr. Crawford Baganz; Dr. 
Mathew Ross as Deputy Speaker ; and Dr. 
John R. Saunders as recorder. 

The program arranged for Monday 
evening was highly successful and well at- 
tended. The Atlantic County Mental Hy- 
giene Association meeting was addressed 
by Drs. J. R. Ewalt, Leo H. Bartemeier, and 
Maurice Linden. The television program 
sponsored by Smith, Kline, and French was 
very well received. 

The roundtable conferences were well or- 
ganized and the subjects were discussed most 
adequately both by members of the panels 
and from the floor. All were well attended. 

The iraportant developments that have 
taken place during the year were introduced 
by the report of the medical director, Dr. 
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Daniel Blain. The contributions made by 
him and his staff at the central office can 
be regarded as highly responsible for the 
progress that has been made. The member- 
ship of the Association has shown a most 
encouraging growth—581 new members were 
elected at this meeting, bringing the total 
number to 8,730. In keeping with the grow- 
ing importance of membership in the As- 
sociation, plans are being made to establish 
an appropriate function at the annual meet- 
ings, for recognizing the elevation of mem- 
bers to fellowship and the introduction of 
new members. Toward this end, an amend- 
ment was proposed and read at the meeting 
to schedule the election to membership and 
fellowship to the first or second day of the 
meeting, making it possible to arrange for 
such an event at the time of the annual 
meeting. This amendment will be published 
in the JournAL and submitted to a vote by 
mail ballot. 

The annual banquet was attended by 850 
persons. Thirteen visiting psychiatrists were 
recognized, and the address of the evening 
was given by Professor Montagu. Dr. Appel 
presented Dr. Noyes with the retiring Presi- 
dent’s badge, and certificates of commenda- 
tion were presented to outgoing officers, 
councillors, and committee chairmen. The 
Hofheimer award for research was given 
to Dr. Philip F. D, Seitz of Indianapolis, for 
his work on the development of new methods 
in the study of mental diseases, Two other 
projects were cited for honorable mention— 
one by Dr. David Graham of St. Louis, and 
the other by Drs, Clausen and Kohn of the 
NIMH. The mental hospital achievement 
award was presented to the Western State 
Hospital of Oklahoma, Dr. Fred L. Adelman, 
Superintendent; and honorable mentions 
went to Muscatatuck State School of In- 
diana, the Metropolitan State Hospital of 
California, and the Boston State Hospital 
of Massachusetts, The Isaac Ray award was 
given to Professor Henry Weihofen for 
furthering the understanding between psy- 
chiatrists and members of the legal profes- 
sion. He will deliver a series of lectures at 
Temple University in the academic year, 
1955-56. 

Among the important actions and recom- 
mendations by Council, approved by the 


members during the business session, the 
following are of special interest : 

A number of new district branches were 
established : Western Missouri, Eastern Mis- 
souri, Arkansas, Kansas, Westchester 
County, N. Y., Kentucky, and Oklahoma. 
New Affiliate Societies were accepted: the 
Mid-Continent Psychiatric Association, the 
Delaware Psychiatric Society, the Duchess 
County Psychiatric Society, and the Florida 
Society of Neurology and Psychiatry. 

Dr, David A. Boyd was recommended for 
nomination as representative of this Associa- 
tion on the American Board of Psychiatry 
and Neurology; Dr. Lauren Smith was 
named to the Editorial Board of the 
Journat; Dr, John J. Madden of Chicago 
and Dr. Frank M. Gaines of Louisville, 
Kentucky, were named to fill vacancies on the 
Committee on Membership ; and Dr. Richard 
Jenkins of Washington and Dr. James Ty- 
hurst of Montreal to fill vacancies on the 
Hofheimer Board. Chicago was approved 
as the place for the 1956 annual meeting. A 
grant of $5,000 was accepted from the Field 
Foundation for the planning of preparatory 
meetings of the joint Commission on Mental 
Iliness and Health. A grant of $30,000 
annually for each of 3 years was accepted 
from the Smith, Kline and French Founda- 
tion, for the establishment of training fellow- 
ships in psychiatry. A grant was also ac- 
cepted from 3 members of the Association for 
$10,000 to further research in biological 
psychiatry. 

On Friday morning, at the final business 
session Dr. Arthur P’. Noyes gave the gavel 
of his office to Dr, R. Finley Gayle, Jr., the 
incoming President. 

Great credit is due to the excellent con- 
tributions made by the program committee 
and its chairman, Dr. David A. Young, in 
organizing an excellent program; the com- 
mittee on arrangements under Dr. David J. 
Flicker ; the executive secretary, Austin M. 
Davies; and the program arranged for the 
ladies by the committee under the chairman- 
ship of Dr. Evelyn P. Ivey. They succeeded 
in making this meeting pleasant, well organ- 
ized, and of a high level of scientific stand- 
ards. 

Matamup, M.D., 
Secretary, 
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COM MENT 


JUNG’S EMPIRICISM RECONSIDERED 
A TrisuTte In Honor or C. G. Juno’s 80TH BirtrHpay 
E. PARL WELCH, HANS A. ILLING, ano GEORGE R. BACH, Los Anceves, Cauir. 


Born on July 26, 1875, Jung began as a 
clinical psychiatrist in Zurich in 1900, after 
receiving the M. D. in Basle. He later studied 
under Pierre Janet in Paris and worked with 
Bleuler in Zurich on numerous scientific in- 
vestigations. In 1907 he met Sigmund 
Freud, who was then 51 years old and 19 
years Jung’s senior. Before meeting Freud, 
Jung at the age of 31 had published his 
word-association test indicating his interest 
in research in the unconscious. Between 
1907 and 1913, he was editor of Bleuler’s 
and Freud’s Jahrbuch fuer psychologische 
und psychopathologische Forschungen. After 
6 years of close collaboration, which brought 
them together to the U. S. for lectures at 
Clark University, they parted in 1913 over 
the question of whether religion was, as 
Freud thought, a defensive illusion which 
originated in the oedipal complex, or whether, 
as Jung believed, participation in religious 
experiences was the fulfillment of a primary 
drive inherent in human nature in all 
cultures. A further differentiation on Jung’s 
part from Freud was the theory of the un- 
conscious where Jung introduced his princi- 
ple of the collective unconscious, which un- 
derlies the personal. Jung’s publication of 
The Psychology of the Unconscious in 1912 
revealed this divergence of his conceptions 
from those of Freud, and led in 1913 to his 
separation from Freud and his psychoanalytic 
school. He has lectured at Fordham, Clark, 
Yale, and Harvard universities and was 
awarded honorary degrees by all of these uni- 
versities. Among other degrees from foreign 
universities are those from the Hindu Uni- 
versity of Benares, the Mohammedan Uni- 
versity of Allahabad, and the University of 
Calcutta, as well as the University of Oxford. 

A testimony of the independent spirit of 
Jung is the remarkable ability he showed to 
leave the position of heir-apparent at the 
relatively young age of 38, when he had 
already attained the above-mentioned honors. 
Later his independence was shown by his 
tendency to go anywhere in order to see for 


himself and to gather original data for his 
researches into the unconscious. 

Of particular interest to the American 
reader are Jung’s anthropological “intern- 
ships” with the Pueblo Indians in Arizona 
and New Mexico, with whom he spent some 
time in 1924-25. To illustrate the persistence 
of his research, mention should be made of 
Der Goettliche Schelm, just published this 
year, an analysis of the folklore of the Win- 
nebago Indians in Central Wisconsin and 
Eastern Nebraska, thirty years after his first 
American Indian field trip. In addition, he 
undertook field trips to North Africa (1921), 
to Kenya in 1926, and to India in 1936-1937. 

His inspiring leadership is reflected in 
Jung’s never-tiring willingness to write en- 
couraging and yet critical introductions to 
the works of younger authors not only in 
his own field of psychiatry, but also in re- 
lated fields. It is reflected in his generosity 
towards the authors of this article. The 
senior author (E. Parl Welch) was, on the 
occasion of his study at the Carl G. Jung 
Institute of Analytical Psychology in Zurich, 
deeply impressed with the hospitality that 
Dr. Jung, in spite of his then impaired health, 
personally extended to the many postgradu- 
ate students from the United States and 
Canada who had assembled for a year’s 
study at the Institute. Jung was also ready 
to consider seriously scientific and clinical 
questions when the other two of us ran into 
a snag about how to integrate his concepts 
and the principles of group psychotherapy. 
We wrote directly to Professor Jung, who, 
without knowing us personally, engaged in 
a very illuminating correspondence with us, 
in which he acknowledged the importance 
of group psychotherapy while also stating 
his reservations. While Jung clearly saw 
how group pressures can prevent full in- 
dividuation, he could not be expected to be 
familiar with the development by American 
psychotherapists of individuation-furthering 
psychotherapeutic groups. 

To turn now from the personal and bio- 
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graphical to the systematic: the concept of 
Jung which stands out as the most useful 
to psychotherapists of various schools as 
well as to an understanding of a philosophy 
of life, is his concept of individuation. In- 
dividuation means, of course, a dynamic 
process of “becoming what one is;” i.e., 
the fulfillment of, what Jung calls, “one’s 
seed.” This dynamic process reaches its 
greatest height around the prime of life or 
about 35 and reflects a new stage in psychical 
development. Thus Jung’s psychology en- 
compasses the total life-span of the individual 
and looks upon maturation as a never-ending 
process. Individuation is primarily a call to 
inner spiritual (geistig) fulfillment. In view 
of the present-day bafflement over the wide 
spread of psychiatric disorders, it is interest- 
ing to know that Jung believes that a greater 
stress on individuation in the culture, in 


cults, and in psychotherapy is in order. In 
his “Spirit of Psychology” (published for the 
first time in English in the Papers from the 
Eranos Yearbooks in 1954) he says: 


Confrontation with an archetype or instinct is an 
ethical problem of the first magnitude, the urgency 
of which is felt only by the people who find them- 
selves faced with the need to assimilate the un- 
conscious and integrate their personalities... 
Once they are on the way to assimilating the un- 
conscious, they can be certain that they will escape 
no difficulty that is an integral part of their nature. 
According to Jung: 

Psychology culminates of necessity in a develop- 
mental process which is peculiar to the psyche and 
consists in integrating the unconscious contents into 
consciousness. This means that the psychic human 
being becomes a whole, and becoming a whole has 
remarkable effects on ego consciousness .. . 


May these words of the octogenarian sound 
as a message of good will to mankind! 
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NEWS AND NOTES 


NationaL INsTITUTE oF MENTAL 
HeattH ResearcH Grants.—-Awards for 
1955, amounting to $282,724 and $266,239, 
have been authorized covering studies in both 
psychiatry and psychology. These include 
grants for the program initiated in 1954 to 
encourage research careers in qualified young 
psychiatrists and scientists in related dis- 
ciplines by enabling them to spend 3-5 years 
in full-time research. These special grants 
go to investigators at Michael Reese Hospi- 
tal, to the Judge Baker Guidance Center, and 
the medical schools at Harvard, Western 
Reserve, and Cincinnati Universities. 

Grants in psychology go to workers at 
Adelphi College, Cornell University, Uni- 
versities of Kansas, North Carolina, and 
Michigan. A grant in zoology is awarded to 
an investigator at Johns Hopkins School of 
Hygiene and Public Health. 


Forp FounpaTion Gives $15 MILLION 


ror MentaL HeattH Researcu.—After 
more than 2 years’ study of problems and 
opportunities in the mental health field by 
the Foundation’s Behavioral Sciences staff, 
in consultation with a number of the nation’s 
top-ranking professional specialists, the Ford 
Foundation has allocated 15 million dollars 
to strengthen and extend research in mental 
health over the next 5 to Io years. 

Despite the sizeable need for trained per- 
sonnel in the therapeutic aspects of mental 
illness, the Foundation concludes from its 
studies that it can give greatest service at 
this time by emphasis on research. Other 
phases of the Foundation’s efforts, including 
provision for the development and training 
of qualified research personnel, will be 
initiated at a later date. 


UN Coneoress oN Crime.—The first 
United Nations Congress on the prevention 
of crime and the treatment of offenders will 
be held in Geneva from August 22 to Sep- 
tember 3, 1955. The subject of juvenile de- 
linquency will be given especial attention on 
the program of the Congress. In conjunction 


therewith the /nternational Review of Crimi- 
nal Policy, publication of the United Na- 
tions, will devote the next two numbers (7 
and 8), to be published as a single combined 
issue, to the question of juvenile delinquency. 


Dr. MaNnuet MAnriqgue GUEST OF 
VENEZUELAN PsyCHIATRIC ASSOCIATION.— 
In January of this year, at the invitation of the 
Venezuelan Psychiatric Society, Dr. Manuel 
Manrique, New York City, gave a series of 
lectures before the membership of that so- 
ciety at Caracas, Venezuela. Dr. Manrique 
urged closer cooperation between psychiatric 
societies the world over, and plans for holding 
further inter-American meetings between 
psychiatrists were discussed. 

During February, Dr. Manrique visited 
Cuba at the invitation of the Psychiatric and 
Neurological Association of Cuba, the So- 
ciety of Psychotherapy, and the National 
College of Physicians of Cuba, and delivered 
a lecture to the joint meeting of these as- 
sociations in the Collegio Medico Nacional 
de Habana. 


Dr. E. V. EyMAN.—The death of Dr. 
Elmer V. Eyman, formerly in charge of the 
department of mental and nervous diseases 
at the Pennsylvania Hospital, occurred 
February 13, 1955. He had just attained his 
seventieth birthday. He had been associated 
with the Pennsylvania Hospital from 1919 
until his retirement in 1950. He was assistant 
professor of psychiatry at the University of 
Pennsylvania Graduate School of Medicine. 

Dr. Eyman was graduated from the Uni- 
versity of Wisconsin and received his medical 
degree from Rush Medical College. During 
his long period of service at Pennsylvania 
Hospital he was very active in the training of 
residents in psychiatry, and many of those 
who came under his guidance became heads 
of departments elsewhere. Another of his 
enduring interests was the development at 
Pennsylvania Hospital of the School of 
Nursing for Men. 
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74 NEWS AND NOTES 


C.arence P. Osernporr Visitinc Psy- 
CHIATRIST—Mount Sinat Hosprrat, New 
York Crry.—The annual appointment of a 
visiting psychiatrist for one week at Mount 
Sinai Hospital is a memorial to Dr. Obern- 
dorf who for many years gave devoted 
service to that hospital. 

Dr. Leo H. Bartemeier, medical director 
of the Seton Institute, Baltimore, filled this 
appointment for 1955 during the week, April 
18-25. 


CANADIAN Psycuiatric ASsociIATION.— 
On June 18, at the Royal York Hotel, 
Toronto, this association held a combined 


meeting with the Ontario Neuropsychiatric 
Association, representing the largest number 
of Canadian psychiatrists ever to assemble 
at one time in Canada. The panel of speakers 
represented the United States, England, and 
Canada. Dr. R. O. Jones, Halifax, Nova 
Scotia, spoke on “Psychotherapy : Choice of 
Method”; Dr. Desmond Curran, London, 
England, on “Development in Social Thera- 
pies”; Dr. S. Bernard Wortis, New York 
City, on “Recent Advances in Physical Thera- 
pies.” Speaker at the annual dinner, follow- 
ing the business meeting of the Canadian 
Psychiatric Association, was Dr. William 
Blatz, Department of Psychology, University 
of Toronto. 


HUMAN BETTERMENT 


There are societies and organizations galore whose activities are concerned with human 
betterment in our day, and whose existence bears witness to the urge that is inherent in 
so many of us to do something to help our fellows. There is a large body of good in- 
tention, backed by tradition and culture, and supported by wealth, whether of the indi- 
vidual or of the state, available for social hygiene. The question arises, is all this expend- 
iture of good endeavor directed into the channels which are calculated to produce the 
most fundamental, and the most enduring, benefits? I do not think that they are. This 
does not mean that schemes for social hygiene are intrinsically unhelpful, still less does 
it mean that they should not be encouraged. All it means is that, in the view of the 
eugenist—a view which I share with utter conviction—the economic advantages, using 
the term in its widest sense, lie with efforts made towards racial betterment rather than 
with social service in a particular gxneration. 

—Lorp Horper 
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A MernopovocicaL, AND STATISTICAL 
Srupy or a Larce Rurat PoruLartion. 
By Tage Larsson and Torsten Sjégren, Copen- 
hagen: Munksgaard, 1954. 


This research monograph represents a notable 
contribution in the series of epidemiological studies 
produced in Sweden during the last decade. It com- 
prises a painstaking search for the cases of mental 
illness reported in a representative rural population 
over a period of 45 years. The location of these 
cases was facilitated considerably by a system of 
parish registration, which has been strictly main- 
tained in this rural area by central and local regu- 
lation. At all points of the survey, the authors have 
presented a scholarly discussion of their epidemi- 
ological and statistical techniques which will be very 
useful for other investigators in this field. 

The diagnostic system used in this study differs 
somewhat from the current American usage. For 
example, it is now accepted in this country that 
the latent schizophrenic will be included in the 
grouping of schizophrenic reactions, whereas in 
Scandinavia the diagnosis of schizophrenia is still 
limited to a much more narrowly defined condition 
with an inevitable course to dementia. Also these 
investigators have excluded any estimation of the 
occurrence of psychoneurosis and, in the European 
tradition, have combined the statistics on mental 
deficiency with the psychiatric illnesses. For each 
clinical entity, there has been a very careful study 
of morbidity and mortality rates based upon the 
arbitrary age at which the case was reported. It is 
noted that little consideration is given to the great 
difficulty involved in determining the actual date of 
onset, as it is implied that this is truly represented 
by the date at which the illness first attracts public 
attention and a segregative measure is brought into 
play. Our experience has shown that there is a 
wide variation in this action according to the social 
class of the patient, and the family attitude toward 
psychiatric treatment. 

The general findings in the diagnostic categories 
are very close to what has been described in this 
country with the exception of a somewhat higher 
rate for the manic-depressive psychosis. It is the 
reviewer's conjecture that many of the cases in this 
category would be called schizophrenic in America 
in the later stages of the illness. There is also some 
difference in the classification of the subgroupings 
of schizophrenia, as it is indicated that the average 
onset for paranoid schizophrenia is 46 years of age. 
It would appear that what the authors call para- 
noid schizophrenia would probably be regarded as 
an involutional state according to our system of 
classification. 

In the discussion of mental deficiency, little con- 
sideration has been given to the frequent difficulty 
of differentiating this state from the deterioration 
of childhood schizophrenia, a problem of growing 
importance in this field. This reviewer has also 


observed that the juvenile stage of adult schizo- 
phrenia occurring in the lower class is commonly 
regarded as mental deficiency, as these patients 
have little opportunity to express their internal pre- 
occupations in some form of productive intellectual 
achievement in this stratum of society. The findings 
regarding mental deficiency clearly indicate the 
need for further measures of public and institu- 
tional care in the treatment of this difficult problem. 
It was found that the reproductivity rate for the 
mentally deficient was at the same level as the 
general population, but the rate falls somewhat 
lower for the schizophrenic. This fact, which has 
been repeatedly mentioned in genetic studies, super- 
ficially suggests a certain breeding out of mental 
illness over a span of time; however, this predic- 
tion is based upon a crude conception in the face 
of our growing knowledge about the transmission 
of recessive characteristics. In common with many 
reports drawn from diverse sources, these authors 
state that there has been a reduction in the ad- 
mission rate for schizophrenia in recent years. This 
has been attributed to the modern trends of treat- 
ment, but the explanation is offered merely as a 
speculative formulation with no specific verification. 
In summary, while this type of investigation has 
great importance in providing data for the establish- 
ment of therapeutic public measures in the treatment 
of mental illness, it has not been very productive 
thus far in disclosing the genetic factors operative 
in the hereditary transmission of mental illness, nor 
has it been useful in the elucidation of the environ- 
mental stresses in the etiology of mental illness. 
In recent years, most American investigators who 
have embarked on this type of research have pro- 
ceeded to more detailed investigation of smaller 
groups in order to explain the findings of the large 
epidemiological studies. 
Bertram H. Roserts, D., 
Yale University. 


Dictionary or Last Worps. Compiled by Edward 
S. Le Comte. (New York: Philosophical Li- 
brary, 1954. Price: $5.00.) 


A collection of ultima verba like this could be 
turned to many curious uses. It might serve as a 
textbook on homiletics or for an essay on the 
psychopathology of dying. It is useful in illustrat- 
ing the binding strength of traditionalism and the 
persistance of stereotypes of thought and expres- 
sion. It gives poignant examples of the dominance 
of physical states over the closing moments of the 
mind. It demonstrates vividly personality differ- 
ences as individuals enter the final scene. It points 
up also the risk and the mischief of reading into 
the last words of the dying unwarranted meanings, 
particularly of prophecy or revelation. 

There have been numerous compilations of last 
words, but this one, the first in America since 1901, 
is the largest (1,664 entries) and contains a full 
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list, with references, of the authorities for the quo- 
tations. In its preparation the compiler states that 
he “ransacked several libraries, turning over theu- 
sands upon thousands of books (and newspapers 
and periodicals), in seven languages.” His search 
was reasonably thorough. 

The quotations are arranged alphabetically under 
the names of the persons concerned—individuals 
who have been considered important enough to be 
listed in standard reference works. The quotations 
give the last recorded words spoken or written— 
not necessarily the very last, but unrecorded utter- 
ances, Persons who may be less well remembered 
are identified by meager notes which often do not 
help much. (The single word “educator” after the 
name of Charles W. Eliot hardly does justice to 
Harvard's great president.) 

One general criticism would be that a great many 
of the “last words” stand forth too nakedly. One 
would like to know more about the situation at 
the moment and the attendant circumstances. Too 
often the explanatory notes do not make indubitably 
clear the meaning of the words recorded even when 
this might have been possible. 

The compiler cannct be forgiven for repeating as 
if authentic the legendary last words of the Em- 
peror Julian. “Thou hast conquered, O Galilaean,” 
and for accepting uncritically this attribution by the 
Church fathers Theodoret and Sozomen. The 
patristic facility for invention and interpolation for 
indoctrination and propaganda purposes is well 
known. Only a few months before his death in 
battle (according to one report, at the hands of a 
Christian in the Roman Army) Julian had written 
the elaborate and scholarly treatise “Against the 
Galilaeans,” the spirit of which, as well as the facts 
of his life, were totally out of keeping with the pos- 
sibility that he covld so reverse himself by the ut- 
terance the monk Theodoret, for reasons best 
known to himself, put into the mouth of Julian in 
the fifth century (Julian died June 26, 363). Mrs. 
Jameson goes the monk one better. Although not 
an eyewitness of the death scene, she reports with 
Christian charity, “Then the demons received his 
parting spirit.” 

An additional gratuitous insult that has dogged 
the memory of Julian was the contemptuous term 
“the Apostate” tacked on to his name. This also 
was the work of the Church fathers, without bene- 
fit of dictionary. An apostate is one who has turned 
against a faith he formerly professed. One can not 
be an apostate from a creed never accepted. It is 
true that Julian was placed under indoctrination in 
the new Christian religion in his childhood; but 
his mind ever turned back to the culture, phi- 
losophy, and religion of ancient Greece. He repudi- 
ated the new doctrine that he considered inferior 
and referred to the Christians as “impious Gali- 
laeans.” When he became emperor, while he issued 
an edict of universal toleration and allowed no per- 
secution of the Christians, he set about reestablish- 
ing the ancient worship and restoring the temples. 
He himself had been initiated into the mysteries of 
Mithras, the god who so nearly successfully dis- 
puted sovereignty with the Nazarene. “Julian the 


Restorer” would have been a more appropriate title. 
Had he lived to carry out his mission the history 
of western civilization might have been quite an- 
other story, interesting to contemplate. He had been 
Emperor only 16 months at his death. 

Another misleading entry concerns Sir William 
Osler’s reported last words, “Nighty-night a-dar- 
ling!” The explanatory note reads: “Treated a 
doctor friend as if he were still a child.” This 
seems to suggest that Sir William’s mind was wan- 
dering. No such assumption would follow if it 
had been stated who the “doctor friend” was and 
what the circumstances. 

Sometimes the last moments demonstrate the fine 
quality of the man, able to deal with death with 
detachment or like any other personal event. Many 
will remember the brave and selfless words of Law- 
rence Oates of the ill-fated Scott expedition to the 
South Pole, when he left the tent to die in the 
blizzard so as not to be an added burden to his 
comrades who themselves were awaiting the end: 
“I am just going outside and may be some time.” 
Recall for contrast the words of Eugene O'Neill, 
Jr., in his suicide note: “Never let it be said of 
O'Neill that he failed to empty a bottle. Ave atque 
vale.” 

Harvey Cushing knew how to desolemnize the 
closing hour with an egocentrifugal remark to his 
nephew who smoothed his pillow, “Pat, you have 
the ‘touch’—you’re a good doctor.” Then there 
was Edwin Booth: What could have been finer 
when his small grandson asked, “How are you, dear 

?” than Booth’s reply, “How are you your- 
self, old fellow?” 

There is endless variety in the ultima verba— 
concern with physical condition, weariness and the 
theme of sleep, words of advice and good-byes, 
anxious calls for help, quotations from poems, 
ambition and desire for fame, abject humility and 
self-abasement, affection and concern for others, 
delirious utterances and hallucinations, the fighting 
spirit (Clemenceau wanted to be “buried standing, 
facing Germany”), conventional religious senti- 
ments, jocular remarks and repartee (Henry Ward 
Beecher’s doctor asked how high he could raise his 
arm and Beecher replied, “High enough to hit you, 
Doctor.” When A. E. Housman’s doctor told him 
a very naughty story the poet rejoined, “Yes, that’s 
a good one, and tomorrow I shall be telling it again 
on the Golden Floor.”) Ethan Allen was in no 
haste to arrive at that destination. The parson to 
comfort him said, “General Allen, the angels are 
waiting for you!” And Allen: “Waiting, are 
they? Waiting, are they? Well, God damn ’em, 
let ‘em wait!” The poet Malherbe cut off his con- 
fessor’s paltry description of heaven :—‘“Don't speak 
of it any more. Your bad style leaves me dis- 
gusted.” 

Sun Yat-sen’s last words were, “Peace... 
struggle . . . save China.” 

It is not inappropriate that the last words of 
James Joyce, whose last book was Finnegans 
Wake, should have been, “Does nobody under- 
stand ?” 

With an additional half-century of deaths to 
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draw upon, the present volume has a considerable 
advantage over the Marvin collection of 1901. The 
latter however is much more satisfactorily docu- 
mented. 

C.B. F. 


Suiciwe Homicwr. Andrew F. Henry and 
James F. Short. (Glencoe, Ill.: The Free 
Press, 1954. Price: $4.00.) 


The central thesis of this book is that both sui- 
cide and homicide are evidences of aggression in 
the human being and that both vary with the extent 
of frustration, either frustration by internalized con- 
trols or by external controls. This argument is 
supported by various statistical data which indicate 
that, in general, suicide is related to frustrations 
incurred through variations in the state of business, 
rates tending to fall during the rising segment of a 
business cycle and to rise during the falling seg- 
ment. Certain population groups show interesting 
exceptions to the general pattern in timing and give 
rise to speculation concerning the role the female 
American Negro occupies in society as compared 
with the male Negro, as one example. Similar anal- 
yses indicate that homicide rates follow the opposite 
trend from suicide as regards both distribution 
pe. social groups and relationship to the business 
cycle. 

Appendices summarize the literature conveniently 
under various headings such as theoretic contribu- 
tions regarding suicide, material regarding business 
cycles, and certain correlation techniques. 

The style of the book is miserably pedantic in 
both language and patterns of thinking. Much of 
it is in a scientific gobbledygook that makes it next 
to impossible to get the authors’ meaning without 
several readings. Finally, it appears to this reader 
that all the material presented could have been 
put into a paper of no great length and that it was 
a mistake to expand its meager content into more 
than 200 pages. 

Paut V. Lemxau, M.D., 
The Johns Hopkins University, 
School of Hygiene & Public Health. 


Atias or Men. By William H. Sheldon. (New 
York: Harper, 1954. Price: $10.00.) 


The principal purpose of this book is to make 
available a standard file of somatotype variations in 
order to lay a foundation for order and structure for 
the study of individual differences. The Atlas con- 
sists of constitutional data based on a sample of 
46,000 men at all ages from 18-65. Sheldon ac- 
knowledges that the individual personality defies 
statistification but continues, “if we assay to em- 
brace the behavioral and clinical variations to be 
encountered in this vast field by the mere employ- 
ment of statistical abstractions without first array- 
ing the data against some such ordering device as 
the somatotypic taxonomy offers, we only give 
hostages to statistical chaos.” 

Lack of differentiable biological standards has 
been a major obstacle to a comprehensive assess- 


ment of individuality. The resulting confusion has 
been detrimental to the scientific plausibility of 
many clinical and psychosomatic investigations. 
Sheldon formulates the function of a general human 
taxonomy quite convincingly in his criticism of ill- 
defined researches: “Every year thousands of peo- 
ple serve as subjects in research projects of many 
kinds, and countless papers are published reporting 
the research. Often the reports fail to agree. Not 
infrequently they are in direct contradiction of one 
another. A vast industry of research thus tends 
to cancel itself out and to be wasted. Much of the 
waste is traceable to failure to record who the sub- 
jects in the various experiments were. That is to 
say, who they were in terms of a taxonomy that 
would give them identification tags capable of sys- 
tematizing and relating the whole flow of research 
on human beings. The somatotype is intended as 
a kind of identification tag aimed at precisely this 
goal.” 

Sheldon’s approach differs from many previous 
constitutional studies as he breaks away from static 
concepts based on fixed sets of metric proportions 
by including the dimension of time. He defines the 
dynamic somatotype as a “course or trajectory 
through which a living organism could be expected 
to travel under given circumstances,” referring to 
sex, age, nutrition, and pathology. Since this study 
got under way in the early 1940's, valuable observa- 
tions could be gathered to explore the different age 
levels in relation to the various somatotypes. A 
total of 88 somatotypes emerged which seem to 
demonstrate characteristic longitudinal patterns. 

The chapter on the manifestations of the sex 
factor, longevity, the effect of nutrition on the 
somatotype as well as the problems of norms for 
weight, goes to the heart of constitutional concepts 
which have long been controversial because of in- 
sufficient knowledge. With the somatotype as a 
standard frame of reference, Sheldon is in a legiti- 
mate position to formulate highly original and 
provocative opinions on grounds of extensive ex- 
aminations which can be checked, confirmed, or 
questioned by other scientists. The 1,175 sets of 
photographs which make up the Atlas are presented 
with detailed somatotypical definitions, weight 
curves, and impressions of personality and illness 
patterns. The much disputed relationship between 
somatotype and personality structure, the questions 
concerning constitutional dispositions for mental 
diseases, endocrine, cardiovascular and other disor- 
ders, discussed by Sheldon, are of immense in- 
terest to psychiatry and psychosomatic medicine. 
There can be little doubt that experimental analysis 
of the personality alone cannot enable us to gain 
penetrating insight into etiological complexities. 
Sheldon’s production of an “identification tag” may 
succeed where past investigations failed: in the 
creation of criteria which can be standardized aad 
subjected to critical analysis. The wealth of clinical 
data, as presented with the particular somatotypes, 
commands the serious attention of every physician 
and psychologist concerned with the differentiation 
of components of individuality. 

The Atlas is the fourth volume of the Human 
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Constitution series. It is not intended to give final 
answers but to introduce a methodological approach. 
Sheldon has a phobia of dull writing. Some readers 
will be annoyed by his irresistible impulse to let go 
with tongue-in-cheek aphorisms, or by his delight 
in poking fun at stuffed shirts. While one may thus 
be tempted to enumerate what appears doubtful, 
oversimplified, and expansive, there is more to be 
gained by recognizing the serious dedication and 
perseverance, the investigational skill, and orienta- 
tional independence which lend Sheldon’s work a 
brilliant note of scientific originality. His contri- 
butions may well pave the way toward a clinically 
oriented anthropology. 
F. A. Frevnan, M.D., 
Farnhurst, Del. 


Tue Homosexuars. As Seen by Themselves and 
Thirty Authorities. Edited by A. M. Krich. 
nem York: The Citadel Press, 1954. Price: 

00. 


This volume is essentially a symposium on homo- 
sexuality; and rather a useful one. It consists of a 
series of autobiographical sketches, case reports, 
and papers from the existing literature dealing with 
almost all phases of this still perplexing subject. 
The earliest paper (and, incidentally, one of the 
best) is, “The Nosology of Male Homosexuality,” 
delivered by Ferenczi in 1911. The most recent 
and certainly one of the more controversial, is 
the paper on “Transvestism : Hormonal, Psychiatric 
and Surgical Treatment,” written by a group of 
Danish investigators in 1953. These 2 selections 
give a fair idea of the wide range of this collection, 
both as to time and as to approach. 

For greater convenience the book is divided in 2 
parts. Part One, “As Seen by Themselves,” consists 
of 21 sketches, diaries, notes, glossaries, etc., written 
by male and female homosexuals. Most of the 
contributors remain, for obvious reason, anonymous. 
Their writings have been previously published by 
various workers in the field. This section is 
particularly uneven in quality, varying from the 
tediously repetitious to the starkly sensational. 
Nonetheless, it serves a useful purpose by supplying 
the psychiatrist with authentic case material and a 
fairly complete glossary of homosexual terms. 

Part Two, “Cause and Cure,” is subdivided into 
3 sections. The first, called, “The Psychobiological 
Approach,” includes a historically important paper 
by Magnus Hirschfeld on, “The Homosexual as an 
Intersex.” This is a characteristically dogmatic 
statement of the constitutional point of view which 
held forth in European psychiatry for many years. 
An excellent study by Benjamin Glover on “Homo- 
sexuality Among University Students,” is a good 
example of the modern approach in psychiatric 
research. The second section entitled, “The Psycho- 
analytic Approach,” contains contributions from 
the classical orthodox analysts (Ferenczi), the 
contemporary analysts (Bergler), and analysts of 
the interpersonal school (Clara Thompson). The 
papers in this section represent an unusually happy 
choice. The third section, “Types of Treatment,” 


Moshe Wulff, concludes the series. This is one 
of the few cases of homosexuality successfully cured 
by psychotherapy that has been reported in the 
literature. 

This symposium, like most symposia culled from 
the existing literature, suffers from being spotty 
in quality. Among the psychiatric contributions, 
one finds the great, the near-great, and the not-so- 
great reflecting almost all shades of psychiatric 
and psychoanalytic opinion. Some authors have 
more than one paper in the collection, whereas other 
well-known writers in the field such as Karpman 
are not represented at all. Contributions from 
psychologists, gynecologists, urologists, endocrinolo- 
gists, and surgeons round out the %.k. Con- 
spicuously absent in this imposing arc are ary 
papers by sociologists or cultural anthropologists. 

For some obscure reason, the editor has chosen 
to omit printing data concerning the author, source, 
and date of publication together with each contr‘- 
bution. Only by painstaking search through the 
“Acknowledgments” in the front and the “Notes 
on the Contributors” in the back, can one find such 
information. This inconvenience is inexcusable in 
any compilation which may be used for reference. 

The book would have been more complete by 
the inclusion of some studies by sociologists, pe- 
nologists, and cultural anthropologists. A general 
endrocrinological evaluation of the whole problem 
of homosexuality (rather than transvestism alone) 
would have been welcome. Finally, it would have 
been most helpful if the editor had included a few 
more cases of homosexuality cured by psycho- 
therapy. Psychiatrists recommending psychotherapy 
for homosexuals who have run afoul the law are 
frequently asked by judges for statistics and case 
reports on the outlook for recovery. Glover’s paper 
on his experience with university students is not 
very encouraging. The single case of male homo- 
sexuality cured by psychoanalysis as reported by 
Wulff is hardly enough to convince a hard-bitten 
judge. 

Despite these defects, Mr. Krich has done psy- 
chiatry a real service by placing within one volume 
a rich selection of classical and modern references 
to the problem of homosexuality. It can be safely 
recommended as a source book for psychiatrists and 
students in allied fields. It is hoped that the appear- 
ance of this compilation will inspire some worker 
in the field to bring out a truly comprehensive 
work with a multidisciplinary approach written by 
contemporary investigators. This would fill a great 


need. 
Zicmonp M. Lesensoun, M.D., 
Washington, D.C. 


AND THe By Mary Frances 
Robinson and Walter Freeman. (New York: 
Grune & Stratton, 1954. Price: $3.00.) 


The techniques of psychosurgery as a form of 
treatment for severe mental disorders are so new 
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that many physicians who have questions in their 
own minds about these techniques will welcome 
this concise little book. In only 105 pages, Dr. 
Walter Freeman, who with Dr. James W. Watts, 
first introduced this technique in this hemisphere, 
puts down what they have learned in their careful 
reassessment of results obtained from a study 
carried out in 1947-48. Like all valuable treatments, 
news of these procedures has spread so widely and 
so rapidly that the time has come for the originators 
to reappraise their findings and this they have done 
precisely in this book. 

The object of the authors is to tell what they 
know about the subject; they have done this in brief 
compass and without embroidery. In fact this 
almost summarizes all work done to date on the 
subject of surgery of the brain for the treatment 
of mental disorders and what they have not con- 
densed into this volume can be found in the 179 
references listed. 

Trephining is an operation as old as man, if one 
judges by the appearance of some ancient skulls in 
museums, but here is truly something “new under 
the sun.” Many psychiatrists who are objective and 
open-minded on this subject now realize that a 
few minutes of surgery may actually relieve an 
individual of a mental disorder, of many years’ 
duration, that has proved obdurate to all other 
treatment, including psychotherapy, which all psy- 
chiatrists recognize as the basis of all treatment 
for mental disorders. This book deals particularly 
with the changes produced in persons who have 
undergone this operation. 

First, the authors review early studies, then Dr. 
Freeman describes prefrontal lobotomy in its 3 
main aspects, minimal, standard, and radical. His 
description of these 3 stages is classical and should 
be understood by every physician who may hav 
questions on this subject. 

Most interesting is Part 3, which gives “glimpses” 
(Dr. Freeman is too modest—they are more than 
“glimpses” ) of postlobotomy personalities. Starting 
with the very worst effects of the operation, which 
are known as “the post lobotomy syndrome,” he 
gives a series of postsurgical pictures and describes 
the characteristics of the convalescence. The post- 
convalescent personality is admirably delineated in 
10 pages, followed by a summary well worth the 
few minutes it will take a psychiatrist to read it. 

Dr. Freeman and Dr. Robinson give a careful 
appraisal of experimental and controlled data in 
Chapter 4, which is interesting from the intellectual 
as well as the clinical point of view. Particularly 
informative are their descriptions of general ex- 
periments in this field and their special studies, 
which form Chapters 5 and 6. The conclusions and 
theoretical remarks have to be read in the light of 
the entire text in order to be appreciated, while the 
remainder of the book is devoted to statistical tables 
and hints for other investigators that have been 
most carefully considered and expressed. 

All in all, this monograph presents a considered 
and judicious account of a treatment method that 
was once considered to be “the last resort” for what 
some had called “hopeless cases.” Now it seems 


to be moving up to a status of greater therapeutic 
prestige and now, more than ever before, psycho- 
surgery appears ready to take its place in the 
armamentarium of medicine and surgery alongside 
electric shock and insulin treatment. 

In Greater Boston the results in a large series 
of cases reported so ably by Greenblatt and 
Solomon, covering the last 11 years, are increas- 
ingly well known. Whereas in the beginning most 
psychiatrists were dubious, if not actively concerned 
about possible benefits from this method and its 
radical features, some are now admitting that the 
benefits reported may outweigh the immeasurable 
psychic suffering patients would have undergone 
without this operation. Those who read this book 
by Dr. Freeman and Dr. Robinson may come to a 
similar conclusion because the authors do not over- 
state their cases and do not come to any exag- 
gerated or unwarranted conclusions. The worst 
that can come of the operation is the so-called 
“lobotomy syndrome,” consisting of tactlessness, 
boisterousness, and irresponsibility, but it is well 
known that many individuals show those char- 
acteristics without having ever gone under the 
knife. It is now clearly demonstrated that there is 
no impairment of the intelligence following pre- 
frontal lobotomy. It is also accepted that there may 
be some moderation in “creative functions” or a 
loss of planning ability with modifications in the 
function of attention, as minor disadvantages. The 
greater advantages achieved in some cases (re- 
duction or removal of hallucinations, delusions and 
agitated symptoms) warrant the continuance of 
this procedure until a final and definite conclusion 
as to its objective value can be formed and accepted 
by the medical profession. This monograph takes 
the reader a long way toward that goal and the 
books ends with some fascinating and provocative 
ideas which in all probability will engage the atten- 
tion of brain surgeons, psychiatrists, psychologists, 
and students of brain anatomy for years to come. 

This book clearly shows that the operation of 
lobotomy or leucotomy does not as some uncritical 
persons have claimed “make morons out of maniacs” 
nor does it “reduce a man to a vegetable” as some 
unfriendly observers have quipped. Well worth 
remembering is the following answer given by a 
thoughtful man when someone complained about 
the operation as tampering with the human sou!. 
This man said: “If the human soul can survive 
the catastrophe of death, it should not be at all 
bothered over the snipping of a few tracts in the 
front part of the brain,” particularly, it might be 
added, when this operation has been found to relieve 
some of the most distressing symptoms known to 
mankind. 

Merritt Moore, 
Boston, Mass. 


Sourrupe AND Privacy. A Study of Social Isolation, 
its Causes and Therapy. By Paul Halmos, 
Ph.D. (New York: Philosophical Library, 
1953. Price: $4.75.) 

This closely reasoned study was prepared as a 
doctoral dissertation at the University of London. 
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The author is a social psychologist who addresses 
himself to a whole set of related issues in social 
psychiatry. It is a work of impressive scholarship 
and scope, ranging from metapsychological con- 
siderations to empirical research and thence to 
recommendations for reform and social therapy. 

Halmos approaches the problem of human life 
with the assumption that man’s social belonging 
and his solitariness are central issues and not merely 
derivative symptoms. “Man's salvation lies in the 
transcendence of his loneliness.” From the earliest 
period of life each of us seeks identification with 
the species, a phyletic union or reunion. “It is a 
protest of an infantile, hesitating individuality 
against having been cast out into the world of 
separative existences and made to bear the supreme 
burden of oneness, or apartness.” 

An attempt is made to suggest the dim outlines 
of a history of “desocialisation,” choral dancing 
and alcohol consumption serving as case studies. 
These chapters are interesting but hardly conclusive. 
It is pointed out that, in the earliest societies, human 
beings were related to one another in an intimate, 
absolute integration. Later, with the beginnings of 
institutional specialization, man no longer engaged 
in choral dancing as a group performance in which 
all participated. In the nineteenth and twentieth 
centuries industrialization caused the decline of 
alcohol consumption, the author citing figures for 
the United Kingdom. “If a desocialised culture, say, 
of eighteenth-century Britain, maintains an in- 
tensive bio-social life with the aid and stimulation 
of drink, and if later the culture of that community 
eliminates this aid and stimulus without introducing 
a cultural equivalent of alcohol, then an unprece- 
dented and inevitable breakdown in bio-social par- 
ticipation is the outcome.” He probably has a good 
point here, the puritanical-minded to the contrary 
notwithstanding. 

The author conducted an investigation into re- 
lationships between isolation and anxiety among 
college students, finding that their own ratings of 
sociability were correlated negatively with degree 
of anxiety. One would expect correlations to be 
even more marked with somewhat older persons. 
Neurotic tendencies are latent in many young people 
who do not begin to recognize tendencies to isola- 
tion until faced with the demands of full adulthood. 

The casual analysis is social-cultural and the 
chapters on amelioration are developed within the 
same framework. Particular attention is given to 
“community therapy” along recreational lines. He 
advocates research with group-psychotherapeutical 
and psychodramatic methods in community centers, 
settlements and clubs. Such community therapy 
might advance mental prophylaxis at a rapid pace 
and the resocialization of isolates. 

There is plenty of merit in these remedial sug- 
gestions but they can be worked up into a practical 
program only as the public is educated to mental- 
health needs and the feasibility of remedies. Soci- 
ologists and sociological-minded psychiatrists can 
help the cause by reiterated emphasis upon the 
community approach to mental health. Today many 


people still think of therapy exclusively as a clinical 

process involving one psychiatrist and one patient. 

Books like this one, however, give us good reason 

to believe that such individualistic preconceptions 

- become less common as social psychiatry comes 
of age. 

Craupe C. Bowman, Pua. D., 

Department of Sociology, 
Temple University. 


L’ENPANT et Les Revations Fammuares. By Mau- 
rice Porot. (Paris: Presses Universitaires de 
France, 1954. Price: 500 francs.) 


This is the fourteenth volume of a series called 
Paideia, which is presented as a bibliothique pratique 
de psychologie et de psychopathologie de l'enfant 
and edited by Georges Heuyer, the French pioneer 
in the field of child psychiatry. Like most of its 
predecessors, it takes up a specific topic and offers 
a reasonably detailed and exceptionally well-organ- 
ized summary of our present-day knowledge of the 
importance of interpersonal relationships within 
the family as they affect a child’s emotional de- 
velopment. 

The author is fully acquainted with the significant 
contributions in this area; he draws especially on 
French, British, and American literature though 
one finds in the 135 bibliographic items also refer- 
ences to German, Dutch, and Scandinavian authors. 
As the editor of a Dictionary of Psychiatry (1952), 
he has obviously acquired a broad orientation which 
he puts to good use in his discussion of the impact 
of family attitudes. He espouses no particular 
doctrine and, in the introduction, declares emphati- 
cally that, at the risk of being accused of super- 
ficiality, he has abstained equally from “exclusive 
dogmatism” and from “more or less vague 
syncretism.” 

The 6 sections of the book deal in a lucid style 
with (1) the family constellation as a source of 
security and solidarity, with attention to the features 
and results of family disruption, (2) the role of 
the mother and its pathogenic deviation, (3) the 
role of the father, both wholesome and detrimental, 
(4) the functions of grandparents and in-laws, (5) 
sibling rivalry, and (6) the methods (direct, psy- 
choanalytic, projective) of exploring family rela- 
tionships. Specific family structures, such as those 
created by adoption, divorce, widowhood, and foster 
home placement, are given due consideration. 

The author takes nothing for granted. He ex- 
amines existing theories most carefully and studies 
pros and cons on the basis of clearly established 
clinical facts. Shying away from premature gen- 
eralizations, he has the courage to point out (on 
page 96) that not all children are the inevitable 
victims of family dissociation or lack of mothering 

This is a book full of meat and good sense, 
calmly critical of cliché thinking and of unfounded 
claims, well documented, and always with an eye 
on practical psychology and psychopathology. A 
translation into English would be highly desirable. 

L. K. 
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THORAZINE* 


Shortens Duration 


of Psychotic Attacks 


“A 50% reduction in the probable duration of a psychotic attack may be 
expected with [‘Thorazine’] in psychotic breakdown characterized by psycho- 
motor excitement or emotional tension.” 


Patients “recover with [‘Thorazine’] within an unusually short time without 
the help of insulin coma or electroconvulsive therapy’. 


Furthermore, “the patient’s insight is often better because amnesia and con- 
fusion do not develop under treatment’’. 


Lehmann, H.E.; Canad. M. A. J. 72:91 
(Jan. 15) 1955. 


‘Thorazine’ Hydrochloride is available in 10 mg., 25 mg., 50 mg. and 100 mg. tablets; 25 mg. 


(1 cc.) and 50 mg. (2 cc.) ampuls; and syrup (10 mg./5 cc.). 


Additional information on ‘Thorazine’ is available on request. 


Smith, Kline & French Laboratories 
1530 Spring Garden Street, Philadelphia 1 


*T.M. Reg. US. Pat. Off. for S.K.P.'s brand of chlorpromazine. 
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“PRESCRIPTION ACCURACY” 
IN ELECTROTHERAPY 


You want the same precision in electro- 
therapy which you demand in admini- 
stering pharmaceuticals. And rightly so: 
correct dosage is essential for best ther- 
apeutic results. 

Offner instruments for electrotherapy 
make no compromise in accuracy and 
safety.Current amplitude, wave-formand 
duration are controlled with precision. 

Type 733 Conventional Electroshock 
Apparatus precisely predetermines the 


treatment current. Provides slow cur- 
rent rise or “‘glissando.” 

Type 736A Electrotherapy Apparatus 
provides a wide range of precisely con- 
trolled modalities for the newer electro- 
therapy mothods. 

Type 735B Brief Stimulus Apparatus 
—a simplied instrument providing 
most of the features of the Type 736A. 
Write for literature. 


OFFNER ELECTRONICS INC. 


5312 North Kedzie Avenue 
Chicago 25, USA 


West Coast Representative: 
ROLAND OLANDER AND CO. 
7225 Beverly Bivd Los Angeles 36, California 
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It’s well past midnight. Again. 
And still her night keeps 
ticking away: no sleep... no 
rest. ..no sleep .. . no rest. 

If she were your patient, you'd 
relieve her insomnia with — 


short-acting NEMBUTA 


A dose of only % to I-gr. 

is enough to erase anxiety, 
worries, tension. And to induce 
drowsiness, followed by 
refreshing sleep. With short- 
acting NEMBUTAL, there is 
little drug to be inactivated, 
short duration of effect, wide 
margin of safety and little 
tendency toward morning-after 
hangover. Which is why: 

in equal doses, no other 
barbiturate combines quicker, 
briefer, more profound effect. 


® (PENTOBARBITAL, ABBOTT) 
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A NEW EMOTIONAL 
STABILIZER FOR 
NEUROPSYCHIATRIC 
THERAPY 


Serpasil, in a recent study,’ proved to be a 
valuable supplement in the treatment of 
neuropsychiatric conditions, including 
schizophrenia, paranoid and manic states, 
general paresis with psychosis and some 
cases of depression. In many instances it 
eliminated the need for electroshock 
therapy, restraints, seclusion and barbitu- 
rate sedation. 


Combative, uncooperative patients in gen- 
eral became friendly, cooperative, cheerful, 
sociable and more amenable to psycho- 
therapy under Serpasil. Hyperactive pa- 
tients became sedate, noisy patients quiet, 
depressed patients alert. 


Serpasil produced remissions jn 20 of the 
74 patients studied. Eight were discharged 
from the hospital. Long-term effects of 
treatment have not been determined. 


if extended studies confirm preliminary 
findings, the authors state, Serpasil will be 
one of the most important therapeutic 
agents in the history of psychiatry. 


Dosage information will be found in a CIBA 
advertisement elsewhere in this journal. 


Parenteral Solution (for psychiatric use only), 2.5 meg. “i 
Serpasii per mi., 2-ml. ampuls. 


Tablets, 1.0 mg. (scored), 0.26 mg. (scored), 0.1 mg. Misia. 
Elizir, 0.2 mg. Serpasil per 4-ml. teaspoonful. 


1. Noce, R. H., Williams, D. B., and Rapaport, W.: J. A.M. A.: 156:821 (Oct.) 1954, 


Serpasil CIBA 


(reserpine CIBA) SUMMIT, N. J. 
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S 
optimism and cooperation 


are encouraged by 


ethedrine 


Methamphetomine Hydrochloride, COMPRESSED 


Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


‘Methedrine’ brand Methamphetamine Hydrochloride, 
5 mg., Compressed, scored 


Bottles of 100 and 1,000 


orroushs Wellcome & Co. (U.S.A.) Ine. ruckahoe 7, New York 
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request 


a stabilizing agent 


for the mentally or 
emotionally disturbed 


Unlike the barbiturates, RAv-sED is not a 
hypnotic when given in proper dosage 
and will not diminish the patient's alert- 
ness. It may be effectively employed as 
a tranquilizer to relieve tension or 
anxiety in a wide variety of conditions. 


RAU-SED 


SQUIBB RESERPINE 


0.1 and 0.25 mg. tablets, bottles of 100 and 1000 

0.5 mg. tablets, bottles of 50 and 500 

1.0 mg. tablets, bottles of 30, 100 and 500 

2 mi. ampuls for parenteral administration, each 
ml. containing 2.5 mg. *RAU-SEO' 18 SQUIBE TRADE-MARK 
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In nausea and vomiting 
As pre-anesthetic (no injection) 


CHLORAL 
, 


for — RAPID, SAFE SEDATION WITHOUT HANGOVER 
R ECTA L 


OD cl ATION Now chloral hydrate can be given in measured 


rectal dosage without gastric irritation, and in 
mpossible. Aquachloral Supprettes do not re- 
or. 10 Oech quire double oral dose as ordinary suppositories, 
15 Gr. (yellow). In jars of 12. because of Webster's exclusive “Neocera” base, 
which permits rapid and complete absorption of 


Contains no oils or fatty materials. Con- the drug. 

waxes* with active dispersal agen x 

Breaks down f fluids onl j 
uniform ny for availability. 


TO THE SUPPOSITORY CHLORAL HYDRATE 

Aspirin (rectal administration) _ 

Aspirin w/secobarbital sodium 

Gentian THE WILLIAM A. WEBSTER CO. 


ian inworms) Memphis 3, Tennessee 


PROFESSIONAL SAMPLES AND LITERATURE AVAILABLE ON REQUEST 


CHESTNUT LODGE 


MEDICAL DIRECTOR CLINICAL DIRECTOR 
Dexrer M. M.D Marvin L. ApLaAnp, M.D 


CONSULTANT IN PSYC BOTHERAPY DIRECTOR OF PSYC RAPY 
Friepa FROMM-REICHMANN, M yrro A. Witt, Jn, M 


CLINIC AL 
Grorce H. Preston, M.D. Rosert W. Gipson, M Cuaries A. Baker, M.D. 


ASSOCIATES 
Cray F. Bararirr, M.D. E. Dyrup, M.D Ciarence G. M.D. 
Donato L. Burnnam, M.D. Joun P. Fort, M.D F. Searies, M.D 
Josepn W. Coxe, M.D Mitton G. Henpiicu, M.D. Rocer L. SuHarimo, M.D 
Ceci. C. CuLLanper, M.D. NorMAN C. RIn1Tz, M.D Naomi K. Wenner, M.D. 


CLINICAL PSYCHOLOGIST INTERNISTS CONSULTANT IN 


Marcarer J. Riocn, Pua. D. Wittiam W. M.D. Epwarp J. Sriecirrz, 
Contnne Coorern, M.D 


ROCKVILLE MARYLAND 


HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 34300 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.— WERNER SCHMIDT, M. D.—Chief of Staff 
Medical Director NATHAN KALICHMAN, M.D. 

MARGARET BIAMA, M.D. FRED SW } 

LOUIS BASSETT, M.D. ELLIOT 

JACK PEARLMAN, M.D. 
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PRINTING + LITHOGRAPHING GRAVURE BOOKS FOLDING BOXES + LABELS 


Controlled 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America~-The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 

Lighting and a conditions are standardized for uniform and efficient 
results, Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 

Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 

BALTIMORE 13, MARYLAND 
NEW YORK: 477 Madison Ave. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
LOUISVILLE: Starks Bldg., 4th & Walnut Se. LOS ANGELES; 1231 S. Main St. 
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HUNDREDS OF INSTITUTIONS NOW USE THE JAYNE BRYANT 
SAFETY CHECK BLANKET 


Sanforized canvas, launders easily. Ties securely 
to movable frame of hospital bed by ropes 
which pass through grommets spaced at eight- 
inch intervals. 75-inch zipper down center for 
quick access to patient. Additional zipper 30 
inches long on either side of center zipper gives 
further accessibility. Two more openings permit 
patient’s arms to be free when desirable. Zip- 
pers are strain-resistant and can be locked. 
Write, wire or phone. 


JAYNE BRYANT SAFETY CHECK BLANKET 
7610 S. EGGLESTON, CHICAGO 20, ILL. STewart 3-0140 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 
AMERICAN JOURNAL OF PSYCHIATRY 19 
1270 AVENUE oF THE AmeRicas, Room 310 Date 
New 20, New Yore 
Enclosed herewith is $ . nae for one year’s subscription to the AMERICAN JOURNAL 


OF PSYCHIATRY beginning with Volume 


SIGNATURE 


Subscription $12.00 a year or by the Volume. 
July 1955) 


@ Modern Treatment Facilities  @ Occupational and Hobby Therapy 
@ Psychotherapy Emphasized @ Healthful Outdoor Recreation 
Available to Doctors @ Large Trained Staff @ Supervised Sports 
and Institutions @ individual Attention @ Religious Services 
@ Capacity Limited @ ideal Location in Sunny Floride 


MEDICAL DIRECTOR — SAMUEL G. ASSOC. MEDICAL DIRECTOR WALTER H. WELLSORN, 
JOHN KEATING. 4.0. SAMUEL & WARSON MO 


TARPON SPRINGS FLORIDA ON THE GULF OF MEXICO PH. VICTOR 2-181! 
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ATTENTION 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students; junior and senior internes; 
first, second, and third year residents in 
training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- 
cial work. 


In placing your order, please indicate 
issue with which subscription is to start. 
Send subscriptions to: 
THE AMERICAN JOURNAL OF 
PSYCHIATRY 
1270 Avenus or tHe Amunicas 
New Yorn 20, New Yorn 


INVITED 


if you are looking for a publisher, send 
| for our free, illustrated booklet titled | 


To the Author in Search of a Publisher. | 


_ It tells how we can publish, promote | 
_ and distribute your book, as we have 


done for hundreds of other writers. All | 


| subjects considered. New authors wel- | 
_comed. Write today for free Book- 
let AP. 


VANTAGE PRESS, INC. 
120 West 31st Street, New York 1 


In Calif.: 6253 Hollywood Blvd., 
Hollywood 28 


In Washington, D. C.: 
1010 Vermont Ave., N.W. 


outdoor activities. 
supervision. 


countryside. 


HALL-BROOKE 


George S. Hughes, M.D. 
Leo H. Berman, M.D. 
Alfred Berl, M.D. 

Louis J. Micheels, M.D. 


HALL-BROOKE 
An Aedive Treatment Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 


Each patient is under constant, daily psychiatric and medical 


Located one hour from New York on 120 acres of Connecticut 


Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 


Robert Isenman, M.D. 

Blanche Glass, M.A. 

Mrs. Heide F. Bernard and 
Samuel Bernard, Administrators 
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BALDPATE, INC. 


Georgetown, Mass. 
Geo. 2131 


Located in the hills of Essex County, 
30 miles north of Boston 


For the treatment of psychoneuroses, 
personality disorders, psychoses, alcoho!- 
ism and drug addiction. 

Psychotherapy is the basis of treat- 
ment ; electric shock treatments, sub-coma 
and deep coma insulin therapy when in- 
dicated. 


Occupation under a trained therapist, 
diversions and outdoor activities. 


G. M. Scuiomer, M. D., 
Medical Director 


Founded 1879 


RING SANATORIUM 


Fight Miles from Boston 


For the study, care, and treatment of 
emotional, mental, personality, and habit 
disorders. 


On a foundation of dynamic psycho- 
therapy all other recognized therapies are 
used as indicated. 


Cottage accommodations meet varied 
individual needs. Limited facilities for 
the continued care of progressive disor- 
ders requiring medical, psychiatric, or 
neurological supervision. 


Full resident and associate staff. Cour- 
tesy privileges to qualified physicians. 


BENJAMIN Simon, M.D. 
Director 
CHarces Wuire, M.D. 
Assistant Director 


Arlington Heights, 


Massachusetts 
MIssion 8-008] 


WINDSOR HOSPITAL - 1898 


CHAGRIN FALLS, OHIO 


Phone: CHestnut 7-7346 


A hospital for the treatment of Psychiatric Disorders. 
Booklet available on request. 


JOHN H. NICHOLS, M. D., Medical Director 


RUTH D. SIHLER, Director 


MEMBER: American Hospital Association — Central Neuropsychiatric Hospital Association 


National Association of Private Psychiatric Hospitals 
APPROVED: by the Joint Commission on Accreditation of Hospitals 


; 
‘ 


1 KEENE ROAD, HARRISVILLE, N.H. TELEPHONE 2 
Twenty-four hour nursing care is provided by the nursing staff. This 
Dr. Horace G. Riptey staff is selected and especially trained in geriatric care, management 
Consulting Psychiatrist and rehabilitation. We operate under the supervision of the New 
Anonuine R. R.N. Hampshire Department of Public Health. 


Director We extend a cordial invitation to visit. A phone call or correspond- 
ence will provide complete information. 


HIGH POINT 
HOSPITAL 


PORT CHESTER, NEW YORK 
WEstmore 9-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving three 
to five therapeutic hours per week; ratio of one active psychotherapist for we five 


patients. Physiologic forms of treatment are available; therapy administered at- 
tending psychoanalysts, and residents in advanced training under the immediate super- 
vision of the director; staff of medical and surgical consultants (for psychosomatic 
studies) near New York City. 

ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Censultant in Clinical Psychiatry 


Ruru Fox, M.D., Consultant L. Crovis Himninec, M.D., Associate C ltant 

Attending Psychiatrists; Srerpuzn W. Kemrsten, M.D.; Mervyn Scuacnt, M.D. 

Associate Paychiatrists:; Leonanp C. Franc, M.D.; Syitvia L. Gennis, M.D.; Leonanp M.D., 
F.A.P.A.; Dante. L. Go_psrain, M.D., F.A.P.A.; Simon M.D. 

Psychologists: Learnice Styvrt Scuacnut, M.A.; Mi_prep SHerwoop Lerner, M.A. 

Consulting Staff: Neurology, Kenneru M. Gano, M.D.; Gynecology, H. Hanotp Giss, M.D., F.A.CS.: 
T. Massucco, M.D., Internal Medicine, Natuania. J. Scuwanrrz, M.D. 

F.A.C.P.; J. Ropman, M.D., F.C.C.P.; Dentistry, Invine 5. Gratwice, D.DS. 


The HAVEN SANITARIUM, INC. 


ROCHESTER, MICHIGAN 


M. O. WOLFE, M. D. A psychoanalytically-oriented hospital 
for the diagnosis and treatment of 


JOHN D. WHITEHOUSE, M.D. 
Clinical Director mental and emotional illness. 


GRAHAM SHINNICK Registered with A.M.A. 


— Member of American and Michigan 
Telephone: OLive 1-9441 Hospital Associations. 
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THE ULTIMATE GOAL IS 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The psychologic value of all aspects of 
treatment, training and education is care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the “whole child,” physical, intel- 
lectual and social. Each child is taught to 
handle practical situations, acquire good 
work habits, accept responsibility, mect 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 
ber of the group. 


MEDICAL STAFF 
Leslie R. Angus, M.D., Director of Psychiatric Services 
and the Child Research Clinic 
William L. Noe, Jr., M. D., Director of Medica! Services 
Eugene B. Spitz, M.D., Neuro-Surgery Consultant 


PSYCHOLOGICAL STAFF 
Myrtle E. Wampler, M. A, 
Fritz Stirner, M. A. 
Kathryn Burchard, M. A. 
Gisela Ungurian, M. A. 
Paul M. Forest, M. A. 
Frank P. Bakes, Ph.1D., Attending Consultant in Speech 
Ruth M. Strang, Ph. D., Attending Consultant in Reading 


Edward L. Johnstone, 
President 


THE Woops SCHOOLS 


A won-prog: organization, founded im 1913 
LANGHORNE, PENNSYLVANIA 
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EVEREUX is one of the first resi- 

dential “special” schools in America 
to be dynamically oriented in all of its 
dealings with children. 

The Devereux Plan is a Dynamic 
Plan, in which the psychodynamic phi- 
losophy finds expression and direct ap- 
plication in a seore of widely separated, 
fully equipped and staffed boarding 
schools, It enters into every activity in 
each of these “units”—from class work 
to week-end house parties, from remedial 
reading to art and music therapy, sports, 
and other extracurricular activities. 

At Devereux, a constant interchange 
of medical, psychological, psychiatric, 
and academic disciplines combines with 
an analytic framework to rebuild young 
lives. An exceptionally high staff-sta- 
dent ratio, supplemented by in-service 
training for all personnel, makes this 
non-profit group of schools unique in 
its service to youth. 

For the child with a learning disabil- 
ity, the child with emotional or develop- 
mental problems, or the child with im- 
paired intelligence, the Devereux Schools 
offer optimum facilities for help within 
the residential setting. 

We invite you to see for yourself, at 
any time, how the Devereux Plan oper- 
ates. Or, if you wish written informa- 
tion, we invite you to write to John M. 
Barclay, Director of Development, De- 
vereux Schools, Devon, Pennsylvania. 


TOR 


Schools 


UNDER THE HEVEREUX FOUNDATION 
Helena T. Devereux, Director 


Senta Barbara, Callfornia Devon, Fennsyivania 
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